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PRESIDENT’S MESSAGE

DR.VENKATESHA BM

I am happy to note that API DK Chapter‘s quarterly E – Magazine ‗API DK Lahari‘ 2 nd issue
is due to be released. ‗Writing makes an exact man‘ said Francis Bacon, the great writer.
Writing brings out our creativity, crystallises ideas, fine tunes expressions. I think future
physicians need these qualities. Each one of us has hidden talent and every magazine gives an
opportunity to express it. I am sure that the members of the editorial board have succeeded in
moulding this issue of E – Magazine into a true treasure. I wish to thank the editorial team for
their wonderful effort.

DR. VENKATESHA B.M
President
API DK Chapter

VOICE OF THE EDITOR IN CHIEF

―Could you have me back in two weeks, so I could correct any of the mistakes I'm making
today, because of new knowledge?" This is the famous statement by Professor Mike
Osterholm, Director for the Centre for Infectious disease research and policy at the University
of Minnesota, during an interview with Dr Howard Bauchner, editor in chief of JAMA, on
COVID 19. This highlights the dilemma of physicians and the uncertainties we are facing.
Mighty modern medicine is humbled by the minute particle. COVID 19 has exposed the
weaknesses of our public health system and limitations of modern medicine. The pandemic
has taught us a lot of lessons and we need to reflect on what happened during the last 9
months. Hence COVID 19 has been chosen as the theme of this issue.
In this issue, three of our senior physicians have shared their perspectives and insights
regarding COVID 19. Others have shared their experiences in facing the challenges and
importance of leadership role of the administrators. Personal experiences of COVID 19
warrior physician affected by COVID 19 are also included. Another article explains various
terminologies which are involved in understanding the infodemic of this pandemic. Case
reports of rare but important multi-inflammatory syndrome in adult COVID 19 patients is
also highlighted. The landmark trial ―SOLIDARITY‖ has been discussed in detail. Article on
BP reduction in the management of intracerebral hemorrhage will be a useful guide in
practice. Journal scan and PG perspectives are also included. Beautiful poem and a nice write
up on butterflies add spice and flavour to the content.

Physicians have to balance multiple roles like patient care , profession ,personal and
public/societal responsibilities. Listening to the legends who have successfully travelled this
difficult and complicated journey can provide valuable insights. In this issue , Prof
K.R.Shetty shares his experiences from his personal ,professional ,administrative and public
life.I am extremely grateful to Dr Lakshman Prabhu for agreeing to be the Guest Editor for
―Listen to the Legend‖ section of this issue of Lahari.
I hope you will enjoy each and every article in this issue. We are eager to receive your
comments and feedback. Please send in your articles on any topic which is relevant to
physicians of DK. Wish you a Merry Christmas and a Happy New Year in advance.

DR. CHAKRAPANI. M
Professor
Department of Medicine
KMC, Mangalore
chakrapani.m@manipal.edu
Mobile No. 9448812207

EXECUTIVE EDITOR’S MESSAGE – COVER PAGE STORY
COVER STORY
KNOWLEDGE IS HERE BUT WISDOM NOWHERE NEAR

DR B. SADANANDA NAIK

Every pandemic leads to panic, confusion and controversies and COVID-19 is certainly no
exception. It is nearing a year since this pandemic has struck our planet earth like a bolt from
the blue and on its way to attain the dubious distinction of being labelled as mother of all the
pandemics. There is still an array of uncertainty, unpredictability in understanding this novel
corona virus and its implications on the human body.
The medical fraternity across the globe is still confused about the use of right medications
against this viral infection. The practitioners of medicine are divided in their approach in
terms of prevention, treatment, complications and finally aftermath of the viral onslaught. As
a result, clinicians, medical institutes are advocating their approach as the right one to the rest
of the world.

One of the fallouts of this pandemic is, the experience-based medicine

seemingly having an upper hand over the much-hyped evidence-based medicine. Several
centuries‘ old medical journals nearly lost their credibility by publishing poorly collected and
analyzed data with biased opinions on the molecules tried in the treatment of COVID-19.
Increasing reports of re-infection and interesting proposition like ―poor hygiene helping to
fight COVID-19‖ have further shaken the very foundation of the age-old scientific thinking
and attitude.

The medical scientists and researchers have made tremendous progress in understanding this
novel virus in a very short span of time. Unfortunately, this pandemic seems to be not just
the story of six blind men trying to describe an elephant but a reality in which whole lot of
medical scientists, clinicians and the virologists failing to see the bigger picture as far as this
virus and its implications are concerned. But we must be rest assured that ―Every Cloud has
Silver Lining and the Darkest hours are just before Dawn.‖

DR B. SADANANDA NAIK
Executive Editor
Author details:
Senior Physician,
Alva‘s health Centre,
Moodabidri-574227
D.K. Karnataka
Cell: 9845051005
Email: sadanandanaik2@gmail.com
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SECRETARY `S REPORT

Greetings from API DK Chapter. This year 2020 we witnessed a lot of changes due to the
Covid pandemic worldwide. But our association continued to expand and increase its
activities. As I pen down for the second issue of API DK LAHARI my sincere thanks to our e
magazine committee for their continuous efforts .Changing times has made us learn and adapt
to new technology and we have moved now to an era of webinars and virtual conferences.
Our e magazine API DK LAHARI first issue was a great success. The release of E Magazine
API DK Lahari, official publication of API DK chapter was held on Tuesday 29.9.2020 at
3.00 PM in Knowledge centre hall, Father Muller Medical College Mangalore. Dr.
Sadananda Naik, Senior Physician, Alvas Medical Centre Moodabidri & Executive editor,
gave an insight about the E Magazine. This E Magazine is intended to serve as a platform to
share medical knowledge among medical fraternity and also help to evolve in various
prospects of life. Chief Guest Rev. Fr. Richard Coelho, Director, FMCI released the first
issue of online E Magazine API DK Lahari and was followed by traditional ribbon cutting
ceremony of

E Magazine release. Fr. Richard A Coelho addressed the audience with his

motivational words. Dr. JP Alva, Dean, FMMC, Guest of Honour conveyed his message. Dr.
Chakrapani M, Editor in Chief spoke on this memorable occasion and stressed on the
importance of digital platform. Dr. Venkatesha B.M, President API DK Chapter in his
presidential message conveyed the importance of more academic activities needed to be
conducted by API and other academic bodies. Vote of thanks was proposed by Dr.
Mohammad Ashraf, treasurer, API DK Chapter. The entire programme was live telecasted on
Youtube link https://youtu.be/rPMpgKCzngM which was viewed by more than 160 doctors.
There was an intercollegiate post graduate quiz conducted by API – DK Chapter in
association with the department of Medicine , FMMC on October 1, 2020 at DM hall,
FMMC. Dr Arunachalam R. HOD, Medicine , FMMC welcomed the audience .Out of the 36

participants from the six medical colleges in Dakshina Kannada , six best teams were selected
for the final rounds through an online preliminary quiz conducted on Cisco webex platform
.The First prize was bagged by Dr Anvith Sherwin Pinto and Dr Akshay Louis Dias from
Father Muller Medical college and the second prize by Dr Sanjana and Dr Vikram from
KSHEMA , Deralakatte and the third prize by Dr Yashendu and Dr Siddharth from KMC
Mangalore . Fr Ajith Menezes, Administrator - FMMC ,

Dr J.P. Alva , Dean - FMMC and

Dr Venkatesh B.M., President API DK Chapter gave away the cash prizes and trophy to the
winning teams. Dr Hemanth Kumar was the quiz master. Dr Venkatesh B. M. proposed the
vote of thanks. The programme was live telecast on Youtube https://youtu.be/kN5hqrXL-gk
and was viewed by more than 300 professionals/Doctors.

The monthly meeting webinar was held on October 16, with condolence messages and tribute
to Late Professor Dr A.V. Shetty who left for heavenly abode on October 3, 2020 by Dr
Ramesh Pai, Former Dean, AJIMS and Dr Narasimha Hegde, Professor Medicine, KIMS.
The second session was an interesting talk with video on understanding plasma therapy in
Covid- 19 by Dr Chandrika Rao, Associate Professor, Blood bank in charge, KSHEMA.
Plasma therapy was intiated first in Mangalore at KSHEMA, Deralakatte. The session was
moderated by Dr Jayaprakash KP, Intensivist , KIMS .
The executive committee meeting was held on 22 October , 2020 on virtual webex platform
.It was proposed to organize a state level conference for physicians and postgraduates to
enable poster, podium presentations and also scientific sessions.Minutes of the meeting also
included about seeking a plot for API BHAVANA for API DK Chapter in the future .
The monthly webinar was held on 20 November , 2020 which included an interesting session
on identifying high risk subgroups in preventing sudden cardiac deaths by Dr Maneesh Rai ,
Consultant Cardiologist and electrophysiologist , KMC Mangalore . Dr Prabhakar H , Chief
Interventional Cardiologist , FMMC moderated the session .
The second session included an interesting talk on scope of Interventional Radiology by Dr
Lenon J. Dsouza , Consultant Radiologist , FMMC .
It concluded with the first announcement about the state level E- Conference E-CON
APIDK-2020 on December 12th, 13th

in collaboration with RGUHS , Rajiv Gandhi

University of Health Sciences , and Dept of Medicine , FMMC

by Dr Venkatesh

B.M.,President , API DK Chapter .He also requested for maximum participation for the
conference by delegates , API members and postgraduates.He also told about free E- paper
presentations and poster presentations in the conference and also KMC accreditation was in
process.Physicians day celebration was planned in December and there was a formal
announcement of the physicians to be felicitated on that day.

Dr K. S. Bhat , Dr Prabha

Adhikari and Dr Kishore Kumar Ubrangala were the three senior physicians to be felicitated
on the occasion of physicians day in December 2020.
DR ARCHANA BHAT, API DK SECRETARY, 2020-2021
ASSOCIATE PROFESSOR, FMMC

THE PROBLEMS OF COVID -19 – DR RAGHAVENDRA BHAT

Pandemic with more unknowns and less knowns
This is a unique situation wherein we are having an ongoing pandemic – Covid-19- about
which we know very little. We still do not know whether we are detecting false positives,
whether the virtual mutation is making it less virulent or which drugs and measures are likely
to save us. (1)
This is akin to the story of blind men who wanted to know what an elephant is and all of them
felt it at the same time – obviously each one felt a different part and naturally they ended up
fighting with each other. Covid researchers are now in a similar situation – only the virus is
question is much smaller and we are not even sure it is a virus!
Covid-19 has created many ―Experts‖ with hollow knowledge courtesy internet and
WhatsApp. The views are divergent, unscientific and sometimes downright stupid but seems
to have equally stupid followers. Anecdotal experiences and feelings are quoted trying to pass
off as research. For the first time there is a tendency to rush the publication without proper
checks lacing the information with varying degrees of uncertainty.
This is an unusually long RNA virus – more than double the size of the Influenza virus
having many accessory genes which can undergo mutation making the behavior of the virus
unpredictable – may become more virulent / less virulent and help it evade the immune
system
The virus has a spike protein – akin to a key to an intricate lock – the ACE2 receptor. The
virus enters the human cell (say the lung cell) facilitated by the protease enzyme. The free
RNA is kept stable by the N proteins and promotes viral replication creating protective
vesicles, spike protein, M and E proteins. These replicated viruses exit the cell by rupturing it
and either infects other cells or is exhaled into the air. The host cells respond
immunologically – by producing interferon (which alerts neighboring cells and prevent viral
entry and alert and recruit T lymphocytes and B lymphocytes both of which try to kill the
virus. (2)
The virus however tries to evade the immune system by binding sugar molecules and
preventing the antibodies from attaching. (3)
Another problem is that the disease does not have any specific or typical features to
distinguish it from other similar conditions like flu, cold or allergies. Many a time the

infection can be totally asymptomatic making the situation even worse. The common man
and even the doctors have to depend on alert suspicion rather than on a typical scenario.

Multifactorial hypoxia and Happy hypoxia
Soon after the pandemic began, it was realized that the deaths came from Hypoxia. Hypoxia
was believed to be due to involvement of the lungs due to viral replication or bacterial super
infection. Ventilators were believed to be the best course but failed to help many a time till
we realized that the clots in the pulmonary circulation contributed to hypoxia. This was
revealed by the autopsies in Italy. We also realized that in some of these patients the degree
of dyspnea did not correlate with the reduced PaO2 levels – termed as ―Happy hypoxia‖.
Cytokine storm, Bradykinin storm and activation of the coagulation cascade all have a role in
this paradoxical phenomenon. Cytokine storm sets off the inflammatory cascade cause
hypoxia due to inflammatory edema. The ‗jello‘ created by the Bradykinin storm compounds
the hypoxia and the thrombosis triggered by inflammation further compounds hypoxia and
contributes to the situation of ―Happy hypoxia‖. No wonder therefore the ventilators did not
help prevent deaths in the initial 3 months of the pandemic when all the contributing factors
were not addressed to. Now with the better knowledge of the situation better we are in a
better positon to handle the crisis. We now know we have to address to all the contributing
factors for the hypoxia rather than putting the patients blindly on a ventilator.(4),(5),(6)
Change in the Pyruvate metabolism resulting in Lactic acidosis (7)
It is indeed interesting to note that the basic pyruvate metabolism in the healthy macrophage
changes drastically towards production of Lactic acid.(7)
Extra pulmonary manifestations of Covid-19(8)
What is true of the pulmonary circulation is true of other circulations too – the tendency for
thrombosis also occurs in other circulations too - Brain (stoke), heart (myocardial infarction
and heart muscle injury), Kidney (AKI) – so the real culprit is the involvement of the
vascular endothelial cells rather than the organs directly.
That is when it was realized that the disease does no only involve lungs as we had initially
thought but many organs – virtually any organ – which was then termed Extra pulmonary
manifestations (8)
Using Dexamethasone and heparin in the treatment of “Happy hypoxia” due to Covid19 (9)
The addition of Dexamethasone brought in even more dramatic changes in the result. In the
RECOVERY trail revealed highest mortality (41%) in the ventilated group, intermediate
mortality (25%) in the group requiring O2 and least (13%) in the group requiring neither.
This low cost drug has as a boon in the treatment of Covid – reducing overall mortality and
the overall cost of treatment. (9)

The role of inhaled corticosteroids in management of Covid-19 (10))
There is no evidence on benefits or harms of inhaled steroids in COVID-19

The Covid-19 related coagulopathy (11))
The primary targets of Covid-19 are lung cells, immune cells and endothelial cells of the
vessels leading to thrombosis in large and small vessels. Depending on the circumstances the
coagulopathy maybe typical of Covid-19 (elevated D dimer, with thrombocytopenia) or
mimic coagulopathy mimicking DIC, MAS, TTP.

Problems in the diagnosis of Covid -19
There is no single totally reliable investigation to conclusively diagnose or rule out Covid-19.
False negative and false positive results in the nasal swab tests (12),(13)
Diagnosing the disease accurately is a challenge – Though RTPCR is he currently accepted
method widely used all over the world – the false negatives are known (may be around 27%
with nasal swabs) (12)
The rate of false positives may be around 0.8%-4%.(13)
The role of CT scan in Covid diagnosis(14)
Though considered useful, the radiation exposure is much more than a chest x ray (a chest x
ray 0.05 mSv where as a CT scan 4-7 mSv). CT scan is particularly useful if the swabs are
repeatedly negative particularly if the CT scan shows evidence of viral pneumonia. That one
of the studies in Wuhan showed a possibility of hospital related transmission of around 41%
is a matter for concern (14)
Assessment of severity of Covid-19
The location, extent and number of lesions on the CT scan using complex mathematical
models and correlating with the clinical features have been used in severity assessment and
prediction of outcomes of a new case.
The role of Chest X rays in diagnosing Covid-19(15),(16)
Some studies have shown that chest rays may be as good as CT scans. With less radiation
exposure and less time required for decontamination and less cost they become an attractive
option.(16)(17)

Assessment of the severity of Covid-19 using Lab parameters:(17)
Use of markers of inflammation - ESR, CRP, LDH, and PCT, but not IL-6), coagulation
function tests (fibrinogen, PT, and D-dimer), and glucose were positively associated with the
COVID-19 severity.
Decreased levels of lymphocyte, monocyte, eosinophil, hemoglobin, and platelet, while
elevated neutrophil counts. (17)

Clinical criteria for Covid-19 related hyperinflammatory syndrome (cHIS)(18)
Fig 01
https://www.thelancet.com/journals/lanrhe/article/PIIS2665-9913(20)30343-X/fulltext
The role of heparin in Covid-19 (19)
Heparin has much more than anti thrombotic effect in the management of Covid -19 – its
antiviral, antiproliferative, metabolic activities seem to explain its benefits in managing
Covid-19 cases.
Characteristics, Diagnosis, and Management of Covid-19 According to Disease Stage or
Severity.
Putting it all together (20)
Covid-19 has a range of clinical manifestations starting from mild, moderate and severe. The
diagnosis is commonly made through detection of SARS-CoV-2 RNA by PCR testing of
specimens. Remdesivir and dexamethasone have demonstrated benefits in hospitalized
patients with severe Covid-19 but not in moderate disease.
Figure 02[20]
Link to the figure
Gandhi RT. The multidimensional challenge of treating COVID-19: remdesivir is a foot in
the door. Clin Infect Dis 2020 July 31 (Epub ahead of print).
Typical progress of Covid-19
50% are asymptomatic and spread the infection but recover without consequences.
40% of the symptomatic ones recover in 14 days.
10% require hospitalization and among them 8.5% recover.
Around 1.5% may die eventually

Fig 03
https://www.grepmed.com/images/7608/progression-coronavirus-sarscov2-timeline-covid19tree
Lasting effects of Covid-19(21)
Some people are still suffering crushing fatigue, lung damage and other symptoms of ‗long
COVID‘ many months after infection with SARS-CoV-2.
Brain damage including abnormal EEGs , rapid progression of ARDS to fibrotic stage
resulting in crippling effects limiting the activities severely.
Repurposed antiviral drugs for COVID-19 –interim WHO SOLIDARITY trial results
(22)
Remdesivir, Hydroxychloroquine, Lopinavir and Interferon regimens appeared to have little
or no effect on hospitalized COVID-19, as indicated by overall mortality, initiation of
ventilation and duration of hospital stay
Safety of air travel during Covid-19(23)
The air comes in and goes out from the inlets towards the floor and then out through the
outlet at the same or nearby rows. There is no airflow forward or backward between rows.
Passenger wearing a mask, an average 0.003% of air particles within the breathing zone
around a person‘s head are infectious, even when every seat is occupied.
Covid-19 reinfection (24)
According to the CDC reinfections are possible but are rare. This involves reinfection of the
person who suffered once and got reinfection. As of now the incidence, clinical features and
other details are uncertain.
How it will all end? (25)
There are many possibilities- It seems to take much longer – the current style of using face
masks, hand washing and distancing seems to be required for at least many more months to
come.
a) Herd immunity – expected to be reached in the US around the third or the fourth
quarters of 2021.
b) Effective Vaccines – with good effectiveness and good coverage will be the main
drivers to herd immunity which can be achieved in around six months if these
requirements are met

c) Reduced mortality – vaccines, cross immunity to other corona viruses, immunity
through other vaccines (BCG), reduced rate of transmission, better treatment, natural
immunity
d) Genetic suicide by the virus with accumulated mutations
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BRIEF CV OF DR RAGHAVENDRA BHAT
Joined KMC Mangalore after receiving 5 gold medals during training. Excelled in teaching,
treating and research during his 3 and a half decades long experience Passionate teacher,
contributed by improvising teaching. Started MCQ training. Has to his credit over 30
international publications and 6 medical books written using his own personal experience.
Has been a Professor and Head in KMC Mangalore and later at MMMC Melaka. Has been a
PG teacher and has guided over 30 students for their MD thesis. Has participated in many
CMEs, conferences and workshops. Is an advisor for the most widely read text books of
Internal Medicine and some journals for Internal Medicine. Is a blogger and blogs about
anecdotes related to the history and practice of Medicine. Happily married, has 2 daughters
one an Oncologist and the other an Ophthalmologist.
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COVID – MY EXPERIENCES WITH SPECIAL REFERENCE TO THE
ELDERLY – DR PRABHA ADHIKARI

Effect of Pandemics on The elderly :
“Pandemics –do they change the way we look at age and ageing?” was the theme for the
2020 World Elder‘s Day on 1-10-2020 and I would say it is the rightly chosen theme .It was
most shocking for us geriatricians and geriatric population that elderly were restricted in
every out door activity. While the principles of Geriatric Care promotes active ageing and
encourages elderly to be actively working ,actively walking and be connected socially and
spiritually ,COVID Pandemic kept elderly isolated in their own houses. Was it the right
approach?
Facts and Figures from literature : Figures from CDC and data from China clearly
showed higher hospitalization and higher mortality among the older population. It is true that
death rate is almost 90times higher in population aged 65-74 years and 220 times higher in
those aged 75-84 years when compared to mortality among 19-28 year olds .However it is
also known that those with comorbidity and obesity are also at higher risk .So why stigmatise
and single out older people ,why not say all diabetics, all hypertensives all asthmatics, all
with cancer ,HIV,IHD,CKD,Liver disease irrespective of age and all older people isolate
themselves was the question I had in my mind .

My First experience with COVID: My passion for gaining experience with handling
COVID -19 patients was satisfied when I was allowed to coshare ICU care with the critical
care physician

during the lock down period where we saw as many as 6 cases with

respiratory distress with multiorgan failure without a diagnosis and COVID test was not even
available for them . We together used a combination of Ceftriaxone, Doxycycline, heparin
and low dose short course steroids in addition to NIV support as some of them had ARDS or
what looked like cytokine activation syndrome of the HLH type .Most of them were elderly
.They needed prolonged ventilator support and 4 out of 6 survived .This gave us a strategy for
those with COVID suspect in respiratory distress.This was in the month of March 2020
Organising Care in Yenepoya Medical College: During lock down period as I was
temporarily heading the department I had the opportunity to work with the core team of the
institution. The department of General Medicine assumed responsibilities of fever clinic,
sudden respiratory distress cases and suspected COVID cases. With expansion of COVID
beds and COVID ICU beds to nearly 40, we had a big inflow of patients from Northern
Karnataka and Shimoga poorest of poor who would survive only to reach our casualty and
collapse or collapse in our ICU.Only later we understood that shift and travel induced
massive cytokine activation was the cause of collapse in the casualty.
Interventions to decrease mortality: We decided to activate treatment for COVID from
casualty itself even if suspected with heparin IV and dexamethasone even before they were
swabbed .That brought down casualty mortality and suspected COVID ICU mortality .I had
the opportunity of working in suspected COVID ICU where we could intiate treatment for all
patients based on clinical diagnosis which brought down the mortality within 48 hours
significantly
Staff COVID: Then came the big load of Staff COVID as many as 40 people whom I had the
opportunity to treat with the team of senior doctors.
Consultation with Mumbai ID specialists:We confidently used Remdesivir and
Tocilizumab in the older people with COVID-19 after consultation with Mumbai ID
specialists .They taught us that we should use half the dose in older people with dose as low

as 200 mg on day 1 and if no reaction then only to use the next dose of 200mg within 24
hours and always to premedicate with hydrocortisone to prevent a storm
My Mother and COVID-19 :While I was extremely satisfied serving COVID patients ,I had
the big blow to my confidence when my 94 year mother developed just mild cold and
diarrhea which turned out to be COVID-19. I could stay with my mother and be her
daughter, nurse and the monitoring doctor at KMC Hospital where she was admitted .She had
made it very clear to me that she will not go to the ICU or she will not go on a ventilator .She
thought she will not survive and asked why we are pricking her since she is not going make it
any way .I was preaching every body the Chinese experience where inflammatory phase
begins on day 5 ,SIRS peaks on day 7,day 9 the first cytokine storm and collapse which I feel
is due to vasculitis and day 12 we have ARDS and day 14 second cytokine storm Day 15
onwards Bacterial infections and thrombosis starts As anticipated she needed oxygen from
day 5 and stormed on day 9 with CRP>90mg ,Ferritin beyond 1000mg and
Neutrophil/lymphocyte ratio of 18 despite dexamethasone and as I was treated as a privileged
person I got whatever I asked in no time including HFNO and Tocilizumab .However I could
not believe my own eyes when she settled down with decreasing oxygen requirement same
day as the first dose of Toci .Confidently gave her the second dose after which she just
reversed rapidly .
Living in the COVID ward for 2 weeks: There were many good things that I learnt living
in the COVID ward .I was prevented from entering a COVID ward in my own hospital due to
my age .Here I lived with COVID patient and moved about freely in COVID general ward
with of course with simple PPE,mask Gown ,gloves shoe cover .I did not get COVID. So I
learnt that one won‘t get COVID in COVID ward .May be sodium hypochlorite is the aerosol
of COVID ward? I had the best time caring for my mother talking about her last wishes
which included small things like return of tooth brush and paste left by my niece to her , to
unfinished laptop bag that she wanted to make for me and sending the tiny woolen blanket
that she has made to Australia for my grandson .
I did arrange for regular chats with all her children and great grandchildren which made her
live. However later on even simple talk would trigger cytokine reaction and I resorted to

writing ,Videos of great grandchildren entertained her and gave her a purpose to live.
Newspaper , home food which my home people lovingly packed and sent ,fruits and milk
with turmeric improved her quality of life. I could see the stressed junior doctors who can
neither hear patients or the auscultated sounds because of PPE..
Geriatric COVID-19 :After I came back from one more week of isolation I decided to serve
the elderly with COVID whom I would take over after a week .We have observed several
COVID-19 tested negative but clinically having pneumonia with elevated biomarkers of
inflammation whom we have treated like COVID-19 and they have all recovered .We have
had the anxiety of treating patient with high CRP and continuing cytokine storm patients
whom we treated with half dose of Tocilizumab or Itorulimab. One fine night two patients
were given half dose of Itorulimab at 50 mg and exactly at 25 mg both developed severe
cytokine activation syndrome which was promptly recognized which settled 4 hours after
steroids and stoppage of infusion .But both the patients could be discharged within three days
with clinical reversal of COVID and symptoms of cytokine activation. May be it has a role if
we use it early in those with high CRP beyond lab cutoff ,not responding to dexa. I feel those
cases typically have vasculitic features with pulmonary infarcts, myocardial injury, acute
kidney injury and lung injury .These patients progress rapidly
Post COVID Sequelae in Geriatric Practice: Our latest finding is of several elderly who
after COVID 19 are presenting with new onset Parkinsonism or progression of Parkinsonism
to stage 5 which if treated early with levodopa therapies and dopamine agonists. We presume
that they are patients with encephalopathy due to microvasculitis of COVID. Vascular head
ache is a common feature .All of them have extreme loss of smell and taste. MRI finding
suggest ischemia and small vessel disease. Some of them also show seizure activity or
psychomotor seizures and absences with slow waves in EEG mostly theta waves .They do
respond to antiepileptics.
New Syndrome of Ileocolitis: Yet another syndrome in the elderly is ileocolitis with
circumferential oedema and thickening of the wall of ilieum ,caecum and ascending colon.
They present with symptoms of colitis or Ileocaecal mass .We have even seen perforation of
ascending colon indicating that all three layers of the colon or ileum may be involved. They

mimic Crohns or Tuberculosis or even typhoid .They do respond to steroids and we have
added mesalamine to reduce steroid dose.
Reactive Arthritis: We have even seen reactive arthritis in patients with ileocolitis and even
following COVID-19 Pneumonia.
Gangrene due to blockage of arteries; This is yet another presentation in older patients with
comorbidity .They do respond to steroids and anticoagulants .We have had 6 such cases with
blockage of dorsalis pedis artery
Recommendations :Elderly not only suffer from severe disease due to lung involvement but
also suffer from COVID encephalopathy and ileocolitis .Aggressive therapy with Remdesvir
early is recommended to avoid inflammatory reaction and early use of steroids and
anticoagulants to change the outcome .Use of Immunotherapies which are known to cut short
the duration of illness with the risk of a reaction versus use of HFNO or NIV with prolonged
hospital stay has to be studied in future studies before we recommend or reject it .In older
patients any treatment that cuts short the duration of illness is most welcome as we value
quality of life and functionality more than drug related reaction.
Yen Active Ageing Group /Home Care /Tele Medicine: While I close this article, I narrate
Yenepoya experience of caring for the elderly during COVID for non COVID illnesses or
health promotive services despite the Pandemic. We have been the first to extend teleservices
for elderly and home services for elderly including doctor visit, pharmacy supply and lab
services .We have started an online platform for active ageing through which elderly are
engaged in exercise, yoga, entertainment, education and enlightenment .Dance classes
,spoken English classes, crafts, brain stimulation activities are regularly held. Online lectures,
competitions of brain fitness, physical fit ness, storytelling competitions ,music competitions
,poster competitions ,Dasara celebrations with Dandiya, and 9 colours are some of the
activities .This is our effort to keep the elderly active .This has given us confidence that we
can extend services to elderly living anywhere .

Activities of Geriatric Societies/Associations :While we are keeping our elderly active
,Senior geriatricians are keeping themselves engaged in teaching .We formed Group of
Geriatric Education and Research under the name GERG and conducted a 13 module course
on competency based

Geriatric curriculum for the undergraduates .Nearly 150

undergraduates from all over India took the course .Geriatric Society of India first reacted by
bringing out Geriatric COVID care guidelines as early as April and

has launched its

certificate course in Geriatric Medicine for Practitioners of Geriatrics which is ongoing with
4 lectures a week. While Young physicians are burning out due to COVID duties ,we the
older ones are trying to find solutions to all the problems related to COVID and trying to
keep our elderly happy and healthy .I would say this pandemic has taught me many things .I
am healthier, more active as I am engaged in online exercise classes and dance workout
classes and glad to have lost some resistant weight .Also I eat healthy ,half a litre of milk,
turmeric and a big bowl of fruits and huge serving of vegetables and nuts are keeping me
healthier which is the brighter side of COVID .I have closed my practice in the name of
COVID, but continue to see them at home or hospital or by tele services.
Finally while we continue to be masked and sanitise our hands ,we should still physically
distance ourselves to avoid a second wave and repeat of history .We now know how to
prevent ,how to continue to work despite COVID -19.Let us all be active physically ,peaceful
mentally, eat healthy and avoid stresses and have our final victory over COVID-19.

DR PRABHA ADHIKARI
Professor of Geriatric Medicine
Yenepoya University
Mangalore

SAFETY AND EFFICACY OF EXTREME BP LOWERING IN
INTRACEREBRAL HAEMORRHAGE - DR SHIVANAND PAI

Intracerebral hemorrhage (ICH) is a rampant cause of disability and death throughout the
world.
The mortality of ICH is high (40% at 1 month and 54% at 1 year), only 12% to 39% of
patients have functionalluy independent life.
Primary goal of ICH management is the control the hypertensive state , but over the years, it
has been difficult to formulate an optimum approach as well as the benificial outcomes of
recommended protocols are not sufficiently established.
The management of elevated BP in acute ICH confronts two conflicting pathophysiologic
processes. First, BP reduction lowers hydrostatic pressure and therefore may attenuate
hematoma expansion and perihematoma edema as well.
Second, there is risk of worsening ischemia in the perihematomal region or precipitating renal
injury by aggressively lowering perfusion pressures.
Earlier, caution against aggressive BP treatment was taken from retrospective data where,
rapid BP reduction ie; greater change in mean arterial pressure over time, showed increased
mortality. MRI diffusion and perfusion studies showed hemispheric hypoperfusion and,

perihematomal areas of decreased apparent diffusion coefficients, suggesting secondary
ischemia, hence BP reduction was thought to cause further neurological injury.
The risks and benefits of extensive blood pressure reduction in ICH were then studied in
randomized patient trials.
The American Heart Association/American Stroke Association guidelines for management of
spontaneous ICH, evolved studies on intensive BP treatment. A prospective trial of 27
patients found a low rate of neurological deterioration and hematoma expansion in patients in
whom BP was brought below 160/90 mmHg within 24 hours.
The INTERACT-2 trial (Intensive Blood Pressure Reduction in Acute Cerebral Haemorrhage
Trial) evaluated 2800 patients with acute hypertension within 6 hours of ICH onset,
randomized to target systolic BP <140 or <180 mm Hg for 7 days. Death and disability at 90
days, did not differ significantly but functional outcomes were better.(1) Then, guidelines
recommend treating acute hypertension to keep a systolic BP <140 mm Hg.
But, ATACH-2 (Antihypertensive Treatment of Acute Cerebral Hemorrhage-II) trial
randomized patients with acute ICH and hypertension to the same 2 systolic BP targets (ie,
<140 or <180 mm Hg), but antihypertensive treatment was initiated within 4.5 hours of
hematoma onset.The BP target was maintained for 24 hours. ATACH-2 instead showed an
increase in

adverse renal outcomes within 7 days, which could have been caused by

excessive BP lowering on first day. (2)
Keeping above outcomes in consideration, patients with acute ICH with (SBP) between 150
and 220 mmHg, lowering of SBP to 140 mmHg is safe.
For patients with acute ICH with SBP >220 mmHg, aggressive reduction of SBP to 140 to
160 mmHg is a reasonable target.
Hence concluding that various trials have provided essential data on the safety and efficacy of
moderately aggressive SBP control in acute ICH. Still the definite interactions between

patient selection and time and duration of various interventions and their results remain
intriguing and require more evaluation.
References:
1.Hill MD, Muir KW. INTERACT-2: Should blood pressure be aggressively lowered acutely
after intracerebral hemorrhage? Stroke. 2013 Oct;44(10):2951-2.
2.Qureshi AI, Palesch YY, Barsan WG, Hanley DF, Hsu CY, Martin RL, et al. Intensive
Blood-Pressure Lowering in Patients with Acute Cerebral Hemorrhage. N Engl J Med.
2016;375(11):1033–43
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POINT OF VIEW
PANDEMIC – THE PAST PRESENT AND FUTURE – A SATIRE
DR M.V. PRABHU

I have written what I have to say. A Satire:
―Cogito, ergo sum‖ (In Latin ) means : I Think , therefore I am (In English ) is a quote
from Rene Descartes , a French Philosopher . This write up is a tribute to him based on my
original thoughts on the Pandemic.
We have known outbreaks of Infectious diseases from the dawn of history both in the east
and west. Bible in the Old Testament refers to plague. Plague was so contagious that the
saying ―avoiding somebody like plague‖ originated from this. Until the microbes were
discovered the scientific basis of diseases were not understood and attributed to wrath of God
and curse of Goddesses. Robert Koch s postulates were considered gospel truth during his
times in the last part of 19thcentury and infection was considered synonymous with disease
as Koch during his time was thought infallible. About early part of 20 th century brought out
understanding of Immunity and hypersensitivity and then on it was clear that it is not just the
entry of an organism but its virulence plus inoculum on one side and Immunity on the other
side decide the outcomes in a human being. Consequently vaccines took the pride of place
when given to population in preventing the infections by bringing out Herd Immunity which

was also the outcome of an outbreak of epidemic which would naturally come to an end
when the transmission would stop spontaneously up until the said herd immunity would
later go down with passage of time and then the next outbreak would happen – Does this all
sound very familiar today with 1 st peak of COVID getting over in US and Europe being
followed by 2nd peak onset . Nothing new but age old wisdom.
I would like to place some of my thoughts before you as regards evolution of the current
COVID 19 pandemic. On March 5th the WHO declared this a Pandemic. Indian bureaucrats
manning health ministry did the 1 st blunder. They must have implemented strict
quarantine for all incoming international travellers from the same day for all airports and sea
ports at the point of entry itself. Instead the virus was allowed to travel inland and the said
quarantine became ritual and useless because it was done in the final destination of the
traveller , The outcome was the virus got distributed all over the country . Then the world‘s
largest lock down was declared by the PM on March 24 th evening to come into force from
mid night (4 hours of notice period, whereas world would not have ended if a 15 day
window of advance notice period were to be given

) .This was as dramatic as the

demonetization announcement done 4 years earlier – This was the next blunder because
during the strict lockdown no one was allowed to travel and after 2 months when opened up
the migrant travellers at a stage when the pandemic had become self-sustaining took the
virus to whichever destination all over India . For the above mentioned 2 blunders I would
lay the blame on the 2 people who must have correctly advised PM but failed to do so – The
Health minister and the NITI Ayog member and Advisor to PM on Health plus the chairman
of the BoG of the defunct MCI . In any other country they would have to resign owning
moral responsibility of the debacle but mark my words next year Republic day they will be
conferred Padma awards because they are honourable men , just the way Mark Antony spoke
in Shakespeare‘s Julius Caesar about Brutus: ―Yet Brutus is an honourable man !‖ Never
mind.
Next blunder was that of our Govts – Central and state - of the wonderful bureaucrats and
politicians who lived in a fool‘s paradise- In a state of denial of Community Spread aided by
our great research organization called ICMR headed by the Director General the illustrious
man who may also get a Padma award for next Republic day : a person who despite doing

sero surveys in June 1 st week treated the findings like top secret classified document and
abetted with political masters to avoid publicly admitting the community spread which we all
new had happened by mid-June for had they admitted it would mean the lock down was a
spectacular failure (It was partial success in delaying the pandemic peak to avoid
overwhelming of the hospitals , Never mind the much spoken flattening of curve in March
which never happened ,( but yes the curve of Economy got flattened !) -The other reason for
lockdown was the much spoken ramping up of the health infrastructure in Government sector
which again was not done with the outcome there was backdoor nationalization of private
hospitals whose beds were taken over by ordinances and the rates were controlled. Why I am
telling all this is all the 3 people mentioned by name is what I refer to as ―All the PM‘s men‖
much in the way the name of the book which came in 1974 in US after the Watergate scandal
of President Nixon : ―All the President‘s men!‖ those who wrongly advised President and
did wiretapping of democrat headquarters at Watergate to unfairly win the elections and
then had to go to jail. May not be comparable in this country, where people go scot free after
blunders and justify it in ―National Interest‖. (After this article chances are that I will be
considered ―anti-national‖!).
Right from the early days of the outbreak a new term was introduced: Social Distancing. No
matter what it meant: distancing oneself from the society meaning – avoidance of functions
so as to reduce the chance of spread - it was used inappropriately to imply physical distancing
a more correct term which must have been the right term in Indian context .To me the word
social distancing sounds by itself is an aberration. Does it not inherently sound anti-social?
That is exactly what happened –social boycott /social stigma of patients which I entirely
blame

the

Government for

2

more

reasons.

When

a

diagnosis

must

have

confidentiality clause, in this context the health authorities would alert the whole
neighbourhood by going to patient‘s residence to pick him/her up in ambulance with blaring
sirens. This coupled with hard barricading of the house called as seal down was the most
idiotic step unheard of anywhere else in the world but our bureaucrat‘s invention led to
really social distancing by social stigmatization! And in some cases led to suicides for which
the health authorities must be booked for abetment. So why are our politicians and powerful
IAS talking of social stigma when they themselves are the root cause?

Let me touch upon the Herd Immunity: No right thinking person will ever say that let the
pandemic happen and then immunity should come because the cost in term of loss of lives is
heavy, every life is precious and 2 percent mortality is significant in a way because a small
percent of a big number is still a big number- like US has lost 2.2 million and our country 1.2
million. Such a thing if allowed to happen by Trump s Presidency is what I call Herd
Immunity by choice. But some authorities feel that in our kind of country where despite the
hard lock down whatever was destined to happen happened- (Que Sera , Sera in Spanish
means whatever will be will be ! ) -- Arrival of Herd Immunity when a pandemic despite the
best efforts spreads which I am calling Herd Immunity by chance (by default not design) .
However the moment we utter the word Herd Immunity there is a trend for some authorities
including the highly placed WHO DG to go on a very high moral ground sounding holier
than thou. Whether we like it or not until vaccines come the pandemic will end not because of
our efforts in containing it to break the chain by preventing transmission but in spite of our
efforts by spreading and reaching 60percent (May be as less as 25 % by Indian experience ) critical number to break the transmission chain -- (The said percentage

includes

Symptomatic cases which we speak of and asymptomatic which we miss said to be at least 10
times the number of symptomatic cases ) --when only the transmission chain gets broken
and the transmission stops and the pandemic will end . This is how in the pre vaccine/ pre
anti biotic era pandemics like diphtheria and plague would naturally end – Arrival of Herd
Immunity by chance. Taking advantage out of adversity / Virtue out of necessity. There is
nothing immoral about it and when the said Herd immunity comes everyone including those
who talk of morality will benefit. Hence it is rather stupid to be in denial mode to conclude
that pandemic came down due to our efforts like lock down which is far from truth but it
came down in spite of it! I would much rather say lock down would have been more
justifiable if mortality rate were in double digits only (risk benefit analysis). Hence what you
are seeing even in the west – Lock down fatigue and defiance. However to be fair whatever
we say credit to lockdown on one count : it saved a lot more lives by reducing mortality
from going even higher than what really happened :Hypothetical benefit in hindsight . US
had twice the number of deaths for its population, at 2.4 million deaths but India for its large
population had 1.3 million - Every life lost is indeed precious. We are not talking of abstract
numbers here.

When I think of Lockdown I am reminded of a very famous Einstein quote:
Only two things are infinite, the universe and human stupidity, and I'm not sure about the
former but convinced of the latter.
Albert Einstein
The entire lock down strategy in a way is nothing but escapism from reality rather than
leading life as normally as possible with all proper precautions which is what I have
advocated: Lead life with a mission statement as told by Tagore in Geethanjali: ―Where the
mind is without fear and the head is held high‖ by which I propagate being fearless and not
being careless. Take all care: Hand wash, Avoiding gatherings, wearing masks, if disease
happens - isolation and if exposed to risk - quarantine.
I do not want to speak anything of treatment in this write up as by and large as this is a new
disease we are in a situation of 5 blind men and the elephant and almost all drugs have been
tried, hailed initially and then dumped with only few surviving critical analysis.
As any infectious disease can be conquered only by prevention and not curative measures
Vaccine is the only way forwards and by next year end we may see not only a safe vaccine
but its universal availability for the whole population. Here I would like to say there is
already ―Vaccine politics‖ – Thanks to our politicians. Netaji Subhas Chandra Bose said:
Give me your blood and I will give you freedom‖. Our Netas have started saying: Give me
your votes and we will give you Vaccine for free.
DHANYA HO.
With regards,

Dr. M. VENKATRAYA PRABHU, M.D
Dean & Professor of Medicine
K M C, Mangalore
P.O. Box 53, Light House Hill Road,
Mangalore – 575 001, Karnataka, India
Email: venkatraya.prabhu@manipal.edu

REFUGE IN REDEMPTION – DR VISHAK ACHARYA

As we sit back brooding in our caves
The mask of invincibility
Ripped off our pretty faces
Wondering, what jolted us rudely
Us and our piped dreams.

Humbled for once
Numbed by the numbers
We go tizzy, introspecting.
Was it a run too fast
That we blurred all the telltale signs
Of a little germ germinating
Seed and spread, to sow her reap.

Rationalists in us reflect reasons
Our scientific bend seeks a causal
The religious pray for solace and redemption
Skeptics swim in the shallow sea of facts.

We look down the ocean of vicissitude
We squint hard and telescopic
We don't fathom the depth, not as yet.
What rolled us by
Can so easily
Raze us too.
Promising prick of vaccine
To ingenuity of isolation
Miracle molecules
To rebirth of beliefs
It's back to the drawing board
As we start again with a clean slate.

Stung and smarting still
Humbled and humane again
We shore up our strengths
Pick up our battered pride
Reboot our engine of endurance
We work, knitting the seams together
The tears and the holes
The fabric of our delicate existence.

DR VISHAK ACHARYA K
Professor & Unit Head
Department of Pulmonary Medicine
KMC Hospitals
Mangalore.
E mail-vishak.acharya@manipal.edu

Success Story of a COVID Care Hospital
[Father Muller Medical College Hospital]
LEADERSHIP DURING COVID - DR SMITHA BHAT

COVID 19 has not let a single area of life unaffected – it has destroyed lives and livelihoods.
Navigating an institution safely through the stormy waters of the pandemic is even more
complex when it is a healthcare organization. Here are some practical tips for being an
effective, empathetic leader in these troubled times – from the point of view of administrators
and doctors in leadership roles at a hospital in Mangaluru.
The task of co-ordinating the intricate manpower, financial and infrastructural changes that
were made necessary by the pandemic were undertaken by the administrator and the medical
superintendent of the hospital. They described the challenges they faced due to the pandemic.
Q. How would you describe your leadership styles?
A. Mainly a participatory appreciative leadership. However, sometimes, this rule cannot
be followed. Some decisions have to be made fast. When there is a fire, you can‘t call
a meeting!
Q. What were the special challenges because of COVID?
A. Grappling with the daily uncertainty in the early days of the pandemic, convincing
the staff and patients about the new protocols, dealing with the financial crunch of
the lockdown.

Q. What did you learn?
A. The importance of teamwork, and to make sure that decisions are based on the issues
at hand, and not the person discussing them.
Also, it is important to accept that when you are in a leadership position, most
decisions you make will be unacceptable to 1 or 2 people, - therefore, you should not
permit yourself to be negatively affected by their disagreement.
The Department of Internal Medicine is the main department involved in the care of COVID
patients. These are the points given by the head of the department of Internal Medicine.
Q. How would you describe your leadership style?
A. Lead from the front, always.
Q. What were the special challenges because of COVID?
A. Efficient distribution of manpower was tricky, since duties had to be rotated
frequently, considering that being in charge of COVID wards for more than 7 days at
a stretch is not advisable. Another difficult, but important task was helping colleagues
to deal with the fear of an unknown, dangerous disease.
Q. Leadership tips?
Answer
1. Approach every meeting thoroughly prepared, with statistics, data, and information
from all stakeholders, even those with a viewpoint different from yours
2. Fact check from more than one source before making decisions.
3. Keep a peaceful demeanour, especially in fraught situations, when everyone is
agitated.
4. Ensure that your colleagues know that their concerns and issues are being taken
seriously.
Q. As the head of the department which was dealing with the largest number of COVID
cases, you had the toughest job.
A. But I also had the best team!
At the height of the pandemic, when there were many admissions, faculty and residents of all
clinical departments were co-opted for the care of COVID patients. The doctor in charge of

the Human Resources Section of the COVID task force had the tricky task of deploying
faculty, PGs and interns to the fever clinics and COVID wards. His leadership tips are given
below.
Q. How would you describe your leadership style?
A. Approachable, but firm when necessary
Q. Leadership tips?
Answer
1. When a positive step is taken for employee wellbeing, it is not enough that it is done,
knowledge of this should percolate down to all employees - this does wonders for morale.
Good communication is key.
2. Prepare for meetings ahead of time - meet stakeholders, get their point of view, ensure
that you have their support, identify possible hurdles and sort them out. With these
preparations, you have a stronger stand when you table your proposal at the meeting.
3. Make sure all your decisions are fair, and the process of decision making is transparent
and clear to those whom it affects.
4. Before delegating unpleasant and /or dangerous tasks, volunteer to do them yourself. This
not only inspires the workforce, but working on the field will acquaint you with problems
of implementation of your protocol in the real world,

that you would not have been

aware of otherwise.
Q. What lesson do you take home from the pandemic?
Anything can happen to anyone at any time. So, stop taking things seriously!
The essential qualities of a good leader are courage, purpose driven leadership, empathy and
operative and financial sharpness. However, these qualities become crucial in volatile
dangerous situations,
The ability to inspire the team, and assure you are fighting with them and for them is crucial!

SOLIDARITY TRIAL – REVISITED – DR FARHAN FAZAL

SOLIDARITY TRIAL was the most awaited trial given its large sample (11,330) size and
being multicentric (30 countries).
What the researchers wanted to know – any of the 4 drugs reduced mortality (primary),
and whether their use could prevent the need for ventilation and reduce duration of
hospitalisation.
We shall discuss the good and the not so good points of the current study.
GOOD
1) Four drugs were evaluated – Remdesvir, HCQ, Lopinavir, Interferon beta 1a
2) 61% participants from Asia/Africa, so data is relatable to us as standard of care is
similar.
3) 63% of subjects were on oxygen at randomization – clinically relevant since these are
the people more likely to lead to ventilation/death.
4) No study drug death was attributed to renal or hepatic disease- no safety concerns
with the use of study drugs.
5) No study drug had any definite effect on mortality, in any subgroup defined by age or
ventilation at entry – supportive care is the best way forward.
6) 916 (8%) subjects were ventilated at randomization, even in this subgroup mortality
reduction was not seen.

NOT SO GOOD
1) This is a preprint, meaning it has to still go through with peer review from other
researchers and the end result (paper) might be different than what it is now.

2) This was an open label trial- physicians can be biased for or against a drug, since we
all have our favourite drugs which we think work.
3) No placebo was given which increases the chance for bias.
4) Mode of ventilation whether NIV/HFNC/intubation was not mentioned – threshold of
clinicians to switch from one method to another may have an impact on overall
outcome like secondary Ventilator associated pneumonia.
5) Which day of illness did the treatment start was not mentioned. Benefits from
antivirals would be higher when given earlier in the disease – this information is
missing.
6) Duration of illness might be impacted by the fact that some patients would be
admitted only to complete the 10 day course of the antiviral (Remdesvir).
7) No specific discharge criteria was mentioned – depending on the stage of the
pandemic in that area and need for beds , different duration of hospitalisation for
similar patients might have been used.
8) 47% of both groups (with or without Remdesvir) received steroids, dose/ duration not
mentioned and this could have had an impact on the outcome.
9) 28 day mortality for ventilated patients was higher in Remdesvir (43%) vs. 37.8% in
control group – Remdesvir may not be beneficial once mechanically ventilated.
10) But in non-ventilated patients there was statistically insignificant lower mortality in
Remdesvir group (9.4% vs. 10.6 %) - if at all there is any benefit, it‘s in the earlier
part of illness.
11) Decision to give the drugs were physician based when renal or hepatic dysfunction
was present- so in the severely sick patients physicians could have been biased.

CONCLUSION
1) No significant mortality benefit for prevention of ventilation or discharge seen with
any drugs –> best supportive care and steroids save lives.
2) If at all there is a benefit with Remdesvir, the number needed to treat to save a life
would be high and expensive leading to increased utilisation of resources and would
probably needed to be given early.
Reference:
WHO Solidarity Trial Consortium Repurposed antiviral drugs for covid-19—interim WHO
Solidarity trial results. 15 Oct 2020. doi:10.1101/2020.10.15.20209817.

MY EXPERIENCE WITH COVID – DR BASAVAPRABHU ACHAPPA

Four months into the COVID 19 pandemic, I had the first major scare when my boss, our
beloved Head of the department of Internal Medicine developed the disease which took more
than two weeks to heal and required steroids and oxygen. Though we had many of our
colleagues and post graduates who acquired SARS COV 2 infection, all had a mild or
asymptomatic disease and seeing our boss suffer made us realise the gravity of the situation.
The gradual lifting of the lockdown all over the country and the sheer fatigue of having to
stay indoors had made the general public complacent. As expected the COVID numbers were
rapidly increasing all over the country and our city of Mangalore was seeing a surge in cases
as people from abroad and other cities in India, started returning home. We had our COVID
wards and ICUs running to full capacity and the regular OPDs also started seeing good
number of patients.
The constant worry for me and my wife who is a Paediatrician in the same hospital was the
fear of bringing the infection home to our 2 kids and the fear of both of us getting infected
simultaneously, which would keep our kids aged 13 and 7 years away from us and none to
support their care.
I started the year 2020 with a resolution to reduce my weight from 106kgs with a BMI above
33 to something manageable. I have been a sportsman all my life and the last couple of years
of unhealthy lifestyle had made me obese and that took a toll on my physical wellbeing, the
realization of which came after literally panting out of breath playing T20 Cricket match in
Manipal late last year.

The effort towards fitness started in right earnest, with a strict diet and exercise plan carefully
planned by my trainer Shailesh who helped me reduce 15 kilos over 7 months and made me
gain enough stamina to run for 45 minutes at a stretch without struggle. COVID enforced
changes in the working schedule gave me a lot of free time and I was guilty to think that it
was a blessing in disguise to aid my fitness efforts.
It was early August, we had just begun our Unit Post graduate teaching online and during the
class I could feel that I was having a throat irritation and dry cough and a day later I
developed high grade fever with chills and severe myalgia and fatigue. I hadn‘t worked in
COVID wards till then though I had seen many patients who later turned out to have COVID
19. I wasn‘t complacent at any point in the hospital, always taking appropriate precautions to
avoid getting infected. But, as luck would have it, I was sure I had COVID when I became
febrile.
It was around 10pm that day and I falsely tried to reassure my wife that it can‘t be covid since
I haven‘t had any contact with covid positive patient. She nevertheless insisted I test
immediately. I called my friend Deepak Madi and was told that our hospital has started Rapid
antigen test since that day, and he instructed me to go and get tested. I reached the Casualty
around 11pm and was subjected to the test, which came positive around midnight.
I called up my wife and said I‘ll isolate at home. I also informed my colleagues and my HOD
Dr. John, who suggested admission but as I felt comfortable, I went home and isolated
myself. My only worry was about wife and kids getting infected and becoming symptomatic.
Deepak arranged for a thermometer and Pulse oximeter and sent me Vitamin C, Zinc and
Paracetamol. I was never the one to believe either in prophylaxis or treatment with
Hydroxychloroquine, would take only if am given the medication as part of an RCT and so
hadn‘t taken it though Deepak had been insisting me to take it.
First 2 days went without much of a trouble though I had high grade fever which didn‘t touch
baseline even with round the clock paracetamol. On day 3, I started developing significant
tachycardia out of proportion to the fever and severe chills with myalgia. I went and got my
routine investigations done which were all normal, but the chest X ray did show infiltrates
bilaterally. I went home reassuring myself that the fever would settle and so continued to

monitor temperature and saturation. Day 5 morning my symptoms had worsened, fever was
104 0 F and didn‘t come below 1020 F even with 6th hourly paracetamol. I got my markers
tested which were normal but the X ray was slightly worse. I called Dr. John and Farhan who
insisted on admission. So, we had a discussion at home and my wife felt its better if I am
under observation in the hospital.
I reached the hospital in the evening and continued the same medications there. Our hospital
protocol was to continue symptomatic treatment as long as there is no hypoxia. Over the next
48 hours, i.e., days 6 & 7, my fever spikes increased, tachycardia increased and caused
intense discomfort. On day 7, the markers were repeated and CT Scan of the chest was done.
Markers were elevated. It was 7.30 pm in the evening, my good friend Pavan who was on
duty came within 15 minutes of the scan being done and made me walk and checked for
desaturation. As luck would have it, the saturation had dropped. All along since the day of
diagnosis, as much as I felt that it would be a mild infection, the gut feeling, the voice within
somehow said it‘s going to be a long stormy process.
I had felt it from the 7 th day morning itself that going to wash room, taking bath were making
me breathless but I ignored. I was on 6th hourly IV Paracetamol and fever barely came down
to 1020 F. The CT Scan video was sent to me by Dr. Anand who called to reassure not to get
worried about the opacities. The tension in my ward was palpable when Pavan came in and
his actions said it all. He is the coolest doctor I have known and finding him worried made
me feel all was not well.
Pavan asked my pg Dr. Christy for an ABG, which was one of the many firsts that I was
going to experience over the next 2 weeks. I then heard him instructing the staff nurse to
check for availability of ICU bed, to start oxygen and load dexamethasone. He stayed with
me till the labs were sent, IV Dexa was given and I was moved to ICU.
Dr. Sujith was the intensivist on duty and after a few unsuccessful attempts at obtaining the
ABG by my pg, Dr. Sujith got the sample. First ABG was fairly ok with mild hypoxia and
that was the last report I would ask over the next 10 days in the ICU.
After a few hours of Dexa, my temperature reached baseline for the first time in 7 days. By
then I had lost taste, had no appetite and could not take few steps. I was asked to prone and

stay in that position for most of the time, which I did so for the next few weeks. Still it hadn‘t
sunk in to me that my situation was bad as other than high fever and the discomfort of
tachycardia, I felt fairly comfortable.
I spoke to my wife after I settled down in ICU trying to reassure her, to keep her calm and
plan out the next few days. We discussed the quarantine plans at home, groceries and
essential supplies, informing our housing society and worked out a plan if she or kids became
symptomatic.
The ICU stay started with the constant beeps of the monitors, the frequent checking of vitals
and temperature and the periodic injections that were being administered. First couple of days
in ICU went well, I started feeling better, fever subsided within 36 hours of dexamethasone
though I needed oxygen constantly.
The nursing staff, the helpers in ICU and the intensivists did a marvellous job giving
reassurance and helped maintain calm. This disease, unlike any other really isolates you both
physically and emotionally and the very fact that the near and dear ones aren‘t around when
you are sick and you don‘t see any familiar faces around really puts a lots of mental stress.
I was moved out to the ward after 5 days in ICU with oxygen. I was there for about 14 hours
in the ward which probably were the loneliest of my life. The next morning I felt breathless,
had persistent tachycardia and severely fatigued. That‘s when Dr. John came to see me and I
felt for the first time that things are not alright and am really sick. He shifted me back to the
ICU, my oxygen requirement went up I needed a higher FiO2. But all along I put full faith in
my teachers and friends who were looking after me and all the Prayers for me would help me
pull through this.
Then twice daily calls from Deepak, friendly banter with Pavan discussing the day‘s stock
markets, Farhan‘s constant support and ‗‘ All Is Well‘‘ dialogue, Dr. Chakrapani‘s and Dr.
Jayakumar‘s calming voice and Dr. John, my boss, my idol my Godfather being there for
me, Maneesh Rai, who is more than a friend, all the Intensivists and staff in ICU, my post
graduates on duty, made my days in ICU least painful for which I would be ever grateful to
them.

I have no words to describe what my wife went through. I am ever thankful to God to have
given me the strongest and the bravest woman in this world.
Finally, after a couple of weeks of struggle, I drove back home in my car the same way as I
had driven to the hospital. As luck would have it, after 12 days of me returning home, wife
became symptomatic and tested positive and went through her own struggle for 2 weeks. But
all‘s well that ends well and we lived to tell our story which might serve as a source of
strength for many others.
As Einstein said ‗ A happy man is too satisfied with the present to dwell too much into the
future‘ ,I try and stay in the present, be close with the loved ones, thank the Almighty for
holding my hands every day and leave it to HIM to decide my future….

IMPACT OF COVID ON CARDIAC CARE: LESSONS LEARNT
– DR NARASIMHA PAI

Impact of COVID on cardiac care: Lessons learnt
Dr. Narasimha Pai. D*, Dr. Syed Waleem Pasha**
*Associate Professor and Consultant Cardiologist, KMC Mangaluru
**Associate Cardiologist, KMC Hospital Mangaluru

Health care services are combating the impact of COVID infection, which has caused
significant mortality and morbidity across all countries. Whilst the healthcare resources and
medical community have focussed on the pandemic, cardiovascular diseases still remain the
most common cause of death world-wide. Of concern, there was an alarming reduction in
healthcare seeking behaviour during the enforced lockdown period to contain the spread of
virus. Admissions to hospital with an acute coronary syndrome significantly dropped and
individuals who eventually sought medical aid experienced a higher fatality rate. These
observations are difficult to accept when prognostically important therapies such as primary
PCI were widely used prior to the pandemic. As the lockdown measures are tentatively eased,
we face several challenges and need to continuously adapt to the pandemic‘s evolution. In
this article we aim to highlight these challenges and suggest potential solutions based on
current models of care.

It is well established that there is a higher incidence of COVID related complications
including mortality in individuals with cardiovascular disease. Fear of this increased risk and
higher chances of contracting the virus in a healthcare setting has resulted in reluctance in
patients seeking healthcare. This has increased the mortality and morbidity, independent of
COVID status. Therefore, strategies to engage the patients, which facilitate their trust in the
medical infrastructure, to serve them effectively and efficiently whilst minimising the risk of
developing COVID infection are of paramount importance going forwards.
The pandemic compromised delivery of acute care across the field of cardiology and has
resulted in backlog of elective work, including outpatient clinics, routine investigations and
procedures. As clinical and service demands increase, cardiologists need to prioritise patient
care on a case by case basis. The restoration of normal services is plagued with potential
obstacles and requirements for social distancing in waiting rooms, wards and the cardiac
catheterization laboratory. These challenges necessitate optimization of referral pathways
whilst ensuring procedural urgency. It is essential for cardiovascular community to remain
appraised with epidemiology of COVID infection in liaison with public health institutions.
During the pandemic, there has been an extraordinary team work across healthcare systems.
The community has witnessed successful hub and spoke models of care, extra capacity for
intensive care beds built in record time, restructuring of working rotas, procurement of
medical supplies and equipments and reframing policies required for infection control
practices. These experiences should be an impetus to continue working in the new normal
and transform the delivery and sustainability of cardiovascular care. Throughout the process,
it was essential to utilise the guidance from local and national bodies (ICMR) regarding care
of COVID positive and negative patients with a focus on infection prevention and
containment. Furthermore, appropriate PPE was essential to ensure a safe environment to our
workforce.
One of the practices that have changed is treatment of acute coronary syndromes including
STEMI. Pharmaco-invasive strategy has gained predominance in the management of STEMI.
This involves thrombolysing the patient with acute MI while awaiting the COVID report and
performing coronary angiogram 3 to 12 hours later. This gives time to assess the COVID

status of the patient and prepare the cathlab and staff accordingly. Traditional practice of
primary PCI would have put the system in tremendous risk of exposure of COVID or
unnecessary and wasteful use of PPE. The use of thrombolytic agents has increased during
this pandemic. The outcome of patients who undergo this strategy is comparable to patients
who undergoing primary PCI. However, there has been a delay in patient presentation where
thrombolysis was either not indicated or ineffective. This subset of patients has fared poorly
with respect to clinical outcomes.
Personalised care to E-care:
As a consequence of the pandemic, healthcare systems have adopted aspects of e-health.
There has been a particular focus on telemedicine, which has been largely responsible for
maintaining outpatient services through virtual consultations. The benefit of m-health which
includes mobile applications for health surveillance has been realized. These have benefits of
longer surveillance, a theoretical reduction in the risk of contracting the infection, a reduced
pressure of resources and empowering patients in their management. Cardiac pacing teams
have successfully developed remote interrogation and monitoring systems which has reduced
patient attendance for routine device follow-ups.
Several innovative electronic monitoring and remote assessment systems have facilitated
management of chronic conditions like atrial fibrillation and heart failure. These use smartphone applications and are widely available and used. The potential of these have been fully
realised during this pandemic.
In an attempt to reduce the transmission risk, COVID halted cardiac rehabilitation services,
which are traditionally delivered in hospitals or outpatients settings. Home based cardiac
rehabilitation has emerged during the pandemic as an effective telehealth solution. There is
no doubt that telehealth can play an important role in primary and secondary prevention of
cardiovascular diseases.
Electronic technologies have transformed methods of conducting multidisciplinary meetings
and encouraged participation from a broader audience, compared to the traditional meetings

held in confined spaces. Such practices have improved both patient care and healthcare
professional education. In addition, there is requirement for further guidance from regulatory
bodies with respect to certain medico-legal implications and issues relating to confidentiality
and data protection.
Research and Education:
There have been several obstacles from research perspective including patient recruitment
and engagement into existing and future trials, which will impact on the study completion.
Funding for research has reduced as government resources are justifiably diverted to research
focussed on COVID. The financial impact of COVID has resulted in reduced funding from
private organisations. As we adapt to this new reality, the academic world needs to come up
with more efficient strategies of conducting research.
The impact of COVID has been significant on the training of medical students and healthcare
staff across the board. Training programs and research fellowships have been stalled to
supplement the much needed manpower to manage the crisis. Cardiovascular medicine
remains a rapidly evolving field. During the COVID pandemic, there has been an explosion
of online learning resources. Despite the fact that most scientific conferences were cancelled,
most were replaced by online delivery of scientific meetings and courses on web-based
platforms. And these have been warmly received by the cardiovascular community. Such
events are likely to evolve and mature into sophisticated online educational experiences
which will be available to wider audiences at a lower cost.
To conclude, there has been phenomenal innovation and commitment from cardiologists
overcoming historical barriers to change for the greater good of patient care. Given the
uncertainty surrounding the COVID pandemic, safe and effective integrated models of care
which include remote methods of clinical management, disease surveillance and appropriate
staff training should be engraved in our daily practice whilst ensuring staff wellbeing.

HEARTFELT CONDOLENCES
Our senior member Dr A .V. Shetty (past president of our API DK Chapter)
passed away on October 3, 2020.May his soul rest in peace.

MEMBER’S ACCOMPLISHMENTS - DR DEVDAS RAI
Dr B. Devdas Rai, Professor of Medicine at AJ Medical College and hospital, Mangalore, an
illustrious member and former president of API-DK chapter, has taken over the mantle of
Chief Editor of IMA FOCUS, an official publication of Indian Medical Association,
Karnataka chapter. Dr Rai has been the editor of magazines of several organizations at
Mangalore and crusader of social service. He has also been a former governor of Rotary
District 3180.

.

POST GRADUATE WRITE UP – COVID OR NOT COVID?

DR. G G AKSHAY PRABHU
The year 2020 has been a roller coaster of events - the Australian bush fires, a near world war
3, President Donald Trump‘s impeachment trial, the death of NBA legend Kobe Bryant, the
rapid spread of a deadly pandemic, we have seen it all. So many happenings, you can make a
song out of it. You know what they are saying about 2020? It went viral faster than anyone
thought it would! If you did not get that coronavirus joke, here‘s another one, be patient. Ok,
I am done. No more pandemic jokes or should I say pundemic. Now I am guilty, let me start
over.
It was back in March; I was dreaming of buying my very own Litmann master-cardio
stethoscope and maybe someday pick up a grade 1 diastolic murmur and feel good about it.
Surely, that was before corona was in the air and social distancing was the norm. Fast
forward to this day, the last time I used my steth was to……. heck, I don‘t even remember
the last time I used it. The stethoscope, Doctor‘s oldest and best friend. Soon, that tag will
belong to the pulse-oximeter. Has this 204-year-old iconic device had its day? I guess it‘s still
too premature to make that call. We have all seen those WhatsApp forwards on Bluetooth
stethoscopes. Who knows, maybe that will be a thing. Until then, I plan to catch up with my
old best friend. The day I joined my MD Internal Medicine course, my dad got me an
ophthalmoscope. I was so eager to use it; I started looking up pictures of fundus exam on my
copy of Parson‘s diseases of the eye. With the current situation, I don‘t see myself using this
beauty of an instrument anytime soon. The last time I checked; it was still lying in the box it
came in. As the French say, ‗c‘est la vie‘. At least it got me to revise some ophthalmoscopic

findings. History taking and clinical examination have taken a back seat. The other day I was
watching an episode of this medical drama called House where he made a diagnosis of
ragged red fibre disease from family history and clinical features alone. I was thinking to
myself, would I have even considered this rare condition as a differential. Working in a
Covid designated centre for 3 months now as a Medicine resident, the only differentials I
think of are covid, not covid, or post covid. Of course, I was being hyperbolic when I made
that statement, but if things continue the way it is now, I am quite confident that would be my
case.
Too much complaining about Covid; let‘s change the mood a bit. How about a riddle? You
are sitting in your clinic when a patient of yours comes running in. She hands you over 4
pills. She then proceeds to tell you that 2 of those pills are her BP medications and 2 of them
are her thyroid medications. All 4 pills look identical. She has been advised to take one of
each. Is there a way you can make sure she‘s taking the right 2 pills?
Did you figure it out? If not… answer below. Back to Covid. COVID-19 has made the world
all the more virtual. I haven‘t met half of my fellow residents and of the ones I have met I can
only recognise them with their facemasks on! On the bright side, E-learning has boomed.
From online classes and webinars to quizzes, perhaps this is one of the few good that has
come out of this pandemic. To say COVID-19 has changed how things work would be an
understatement. So, whether you‘re thinking of Covid as a storm in a teacup or as the
elephant in the room, one thing is certain, it is here to stay with us for another couple of
years.

Solution: Split all the pills in half. Ask your patient to take one half of each pill.

DR. G G AKSHAY PRABHU
1st year Resident,
Internal Medicine
KMC, Mangalore
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Dr Chakrapani M
Dr B.Sadananda Naik
FIRST IN-HUMAN EXPERIENCE WITH INHALED ACETYLSALICYLIC ACID
FOR IMMEDIATE PLATELET INHIBITION
Gurbel PA, Bliden KP, Chaudhary R, Tantry US. First In-Human Experience With Inhaled
Acetylsalicylic Acid for Immediate Platelet Inhibition: Comparison With Chewed and
Swallowed Acetylsalicylic Acid. Circulation. 2020 Sep 29;142(13):1305-1307. doi:
10.1161/CIRCULATIONAHA.120.047477. Epub 2020 Sep 28. PMID: 32986482.
An inhaled nanoparticle ASA preparation, administered with a dry powder inhaler (Otitopic,
Inc, Los Angeles, CA), was developed to enhance the speed of platelet inhibition induced by
ASA. It was hypothesized that the pharmacodynamics and pharmacokinetic profiles of I-ASA
are more rapid than with chewed and swallowed soluble ASA (C-ASA). The results of the
pilot study suggest that inhalation of ASA using a novel drug delivery device provides earlier
greater drug exposure and is a faster pathway to achieve earlier greater platelet inhibition than
the method of chewing and swallowing soluble ASA. These observations support further
investigations of this novel aspirin delivery system designed to treat evolving arterial
thrombus formation.
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2. Moleyar VS. Commentary on nCovid 19. Med J DY Patil Vidyapeeth 2020;13:578-9.
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examination: a sincere concern

Impact of COVID-19 on the ‗art‘ of physical
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4. Naik BS. Is the society in India envious of its doctors? A doctor‘s perspective. APIK J Int
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Dilemma J.Assoc Physicians India November 2020: 68: 70
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FAZAL
1. Kulkarni MJ, Dsouza A, Pramod GR, Fazal F, Mascarenhas DG, Bhat A, et al. Combined
aspergillus and mucormycosis infection in a renal allograft recipient - a case report.
Indian J Transplant 2020;14:260-2.
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1. Mastering Medicine MRCP made easy-Jaypee Publishers - ISBN 9789390020744
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1. Mapping local patterns of childhood overweight and wasting in low- and middleincome countries between 2000 and 2017.LBD Double Burden of Malnutrition
Collaborators.Nat Med. 2020 May;26(5):750-759. doi: 10.1038/s41591-020-0807-6.
Epub 2020 Apr 20.PMID: 32313249

2. Measuring universal health coverage based on an index of effective coverage of
health services in 204 countries and territories, 1990-2019: a systematic analysis for
the Global Burden of Disease Study 2019.GBD 2019 Universal Health Coverage
Collaborators.Lancet. 2020 Oct 17;396(10258):1250-1284. doi: 10.1016/S01406736(20)30750-9. Epub 2020 Aug 27.PMID: 32861314
3. Global burden of 369 diseases and injuries in 204 countries and territories, 19902019: a systematic analysis for the Global Burden of Disease Study 2019.GBD 2019
Diseases and Injuries Collaborators.Lancet. 2020 Oct 17;396(10258):1204-1222. doi:
10.1016/S0140-6736(20)30925-9.PMID: 33069326
4. Five insights from the Global Burden of Disease Study 2019.GBD 2019 Viewpoint
Collaborators. Lancet. 2020 Oct 17;396(10258):1135-1159. doi: 10.1016/S01406736(20)31404-5.PMID: 33069324
5. Estimating global injuries morbidity and mortality: methods and data used in the
Global Burden of Disease 2017 study. Inj Prev. 2020 Oct;26(Supp 1):i125-i153. doi:
10.1136/injuryprev-2019-043531. Epub 2020 Aug 24. PMID: 32839249.

DR.AKSHATHA RAO AROOR, DR ARCHANA BHAT
Clinical significance of serum sodium levels in liver cirrhosis :A cross sectional
Observational study J Clin Diagn Res , Vol:14 Issue 11 (2020)pp:OC23-OC26, Reddy S.,
Aroor A, Bhat A. DOI 10.7860/JCDR/2020/46798.14225
DR VISHAK ACHARYA AND DR UNNIKRISHNAN
Vishak Acharya K, Unnikrishnan B,A Novel Approach to combat COVID-19 – A Risk
Stratification Model with FAIR Intervention ,Journal of health care Quality Research (2020),
https://doi.org/10.1016/j.jhqr.2020.10.005

SURVIVING THE INFODEMIC- DR JAYAKUMAR J

Practicing clinical medicine should ideally be evidence based and experience enhanced.
When we are faced with a rapidly evolving pandemic, neither evidence nor sufficient
experience will be there to help make clinical decisions. That is when we need ―Sensible
Medicine‖(1) which is based on basic principles of critical thinking especially when
clinicians are bombarded with information and ―Breaking news‖ of all shades and amplified
by social media. Interpretation and implementation of information is a complex procedure in
clinical medicine. It requires expertise and experience to evaluate the evidence. While
guidelines, Advisories and Protocols simplify this complex process, it cannot be outsourced
totally. Words like guidelines, advisory, protocol may mean one thing to clinicians, another
to patients and yet another to general public. Proper understanding of some of the
terminologies will help in surviving the Infodemic.
Guidelines: Guidelines are issued by professional bodies and government agencies after
going through extensive research data on a particular clinical topic. They are prepared by
experts in the field and are issued for the benefit of practicing clinicians. Guidelines are
expected to be prepared after an extensive and complete literature review, meta-analysis and
systematic review. Guidelines should indicate ―Level of evidence‖ and ―strength of
recommendation‖, so that clinician can make meaningful decisions based on this
recommendation (2) Guidelines are in general applicable to a larger population and clinician
is expected to implement this guideline with suitable modifications for a given patient.

Ideal guideline should have the following properties- (3)


Clearly specify the patients in whom it is applicable



Clearly explain the Guideline generation procedure



Provide the systematic review based on which the guideline was prepared, at least as
annexure. This is to ensure that the guidelines are evidence based.



Clearly mention the level of evidence and strength of recommendation for each point.



Conflict of interest statement.



Periodic updation of the guideline.

Practice guidelines are systematically developed statements to assist practitioner and patient
decisions about appropriate health care for specific clinical circumstances.
Guidelines cannot be substitute for clinician‘s judgement. Good guidelines always mention
this disclaimer. Hence the Guidelines or the authors of the guidelines cannot be held
responsible for any outcome.
Advisory: It is an instruction for an administrative procedure, generally involving public
health matters. These are not binding unless there is an executive order mandating the
compliance to that advisory.
Protocol: It is a set of instructions for a process, to maintain uniformity in an institution.
These are applicable to areas where outcomes are predictable. Protocols cannot solve all the
complex clinical problems, and hence cannot replace clinical judgement.
Emergency Use Authorisation (EUA): It is a partial approval issued by FDA for using a
particular pharmaceutical agent for a particular indication. Getting final Approval from FDA
is a long drawn process and it requires definitive results in clinical trials. In an emergency,
where going through these administrative technical procedures can take long period of time,
EUA is issued by FDA if it believes that there is reasonable possibility of better outcome. It is
not the final approval, hence cannot be interpreted as definitive approval by FDA. It is a kind
of conditional approval and is not approved as standard of care.

Preprint Server: These are sites which allow one to upload the research manuscript before
peer review. It allows for critical analysis and appraisal by the research community, thus
improving the overall quality of the final paper. But these are not equivalent to peer reviewed
publications.(4) They are still in the pre review stage. Results at this stage can only be
tentative. Major clinical decisions are generally not made based on the preprint versions.
Observational studies for interventions: Observational studies are basically meant for
identifying the risk factors. They provide the strength of association between risk factors and
diseases. Association cannot be extrapolated to causation. Causation can only be established
by rigorous scientific interpretation of these findings. Observational studies are generally not
suitable for making decisions regarding efficacy of interventions mainly because of
confounders and biases since there is no randomization. Though it is possible to minimize
these biases in extremely well conducted and analysed studies, most of the observational
studies do not yield sufficient evidence for interventions.
Targeting the messenger: Often, interventions are designed against a particular factor which
has been found to be associated with disease. It is difficult to decide whether this factor is a
cause or effect of the disease. Trying to hit this factor would be equivalent to shooting the
messenger, not the message. Clinicians should wait for the results of RCTs before
implementing the intervention.
Measures of association:
a) Odds ratio: Is calculated from a case-control study where the participants were selected
by their outcome and then studied to determine exposure. Hence it compares the
prevalence of exposure between two groups categorized by their outcome. (5)
b) Relative risk: Is calculated from cohort study where exposed and non-exposed
participants are followed over time and the incidence of disease is observed. Hence it
compares the incidence of disease between two groups categorized by exposure.(5)
c) Absolute risk reduction (ARR): This is simply the difference between the absolute risks
in the two groups under study. (5)

d) Relative risk reduction (RRR): We get this when we subtract the relative risk from 1.
(5)
It is important to remember that relative risk reduction always appears to be higher than the
absolute risk reduction and thus may be misleading. This is because absolute risk deals with
individual risk, while relative risk is a proportion that results from comparison with another
group. Thus relative risk reduction should be interpreted with caution and always seen in the
context of absolute risk reduction.
Number needed to treat (NNT): It is a useful tool for doctors and policy makers to assess
the impact of a drug/device/vaccine by estimating the number of patients who need to be
treated in order to have a beneficial or protective impact on one person. NNT= (1/ARR).
Since this uses absolute risk reduction for calculation, and not relative risk reduction, there is
no exaggeration of the impact of the intervention.(5)
P value: It is also called probability value. This value tells us whether the observed difference
between the groups studied is a true difference or is occurring simply by chance.
Conventionally a value less than 5% is considered significant. This means that if we get a
value of p< 0.05 (5%) it means that the probability, that the effect observed in the study was
purely due to chance alone is <5%. (6)
Statistical Vs. clinical significance: We need to evaluate the overall clinical significance of
the intervention even if it is statistically highly significant. If an intervention has a very low p
value but absolute gain in clinical outcome is just modest, it will be statistically significant
but clinically irrelevant.
When clinicians have to make difficult decisions during Uncertainty, above mentioned
concepts should be kept in mind. Balancing the basics, biases and beliefs is crucial to survive
the pandemic and infodemic. Absence of evidence of efficacy is not equivalent to evidence of
absence of efficacy. Critically analyzing and implementing appropriate strategies should not
be outsourced. What we need is ―herd immunity‖ – not ―herd mentality‖.
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During the course of the coronavirus disease 2019 (COVID-19) pandemic, reports of a new
multisystem inflammatory syndrome in children (MIS-C) have been increasing worldwide.
Clinical features in children have varied but predominantly include shock, cardiac
dysfunction, abdominal pain, and elevated inflammatory markers, including C-reactive
protein (CRP), ferritin, D-dimer, and interleukin-6. (1) Since June 2020, several case reports
and series have been published reporting a similar multisystem inflammatory syndrome in
adults (MIS-A) (2)
A working MIS-A case definition been proposed which includes the following five criteria
(2):
1) a severe illness requiring hospitalization in a person aged ≥21 years
2) a positive test result for current or previous SARS-CoV-2 infection (nucleic acid, antigen,
or antibody) during admission or in the previous 12 weeks
3) severe dysfunction of one or more extra pulmonary organ systems (e.g., hypotension or
shock, cardiac dysfunction, arterial or venous thrombosis or thromboembolism, or acute
liver injury)

4) laboratory evidence of severe inflammation (e.g., elevated CRP, ferritin, D-dimer, or
interleukin-6)
5) absence of severe respiratory illness (to exclude patients in which inflammation and organ
dysfunction might be attributable simply to tissue hypoxia)
Adult patients of all ages with current or previous SARS-CoV-2 infection can develop a
hyper inflammatory syndrome resembling MIS-C. Although hyper inflammation and extra
pulmonary organ dysfunction have been described in hospitalized adults with severe COVID19, these conditions are generally accompanied by respiratory failure. In contrast, the patients
with MIS-A have minimal respiratory symptoms, hypoxemia, or radiographic abnormalities
in accordance with the working case definition, which is meant to distinguish MIS-A from
severe COVID-19.
Prompt clinical suspicion & management of MIS-A is key to prevent complications and
mortality.
Here we report 2 such cases admitted in tertiary care hospitals in Mangalore.
Case 1:
A 55 year old female presented with complaints of fever since 4 days, loose stools, vomiting,
headache and generalised weakness for a duration of 1 day. Patient rapidly deteriorated over
the next 4 hours of hospitalization and on evaluation was found to have Myocarditis, atrial
fibrillation, meningitis, refractory hypotension, deranged liver functions and elevated markers
of inflammation. There was no evidence of pulmonary involvement. Since, cultures were
sterile and multi system involvement was present, Anti covid antibodies were sought which
were very high. A diagnosis of Multisystem inflammatory syndrome in adult was made and
IV Methylprednisolone was given. Patient improved dramatically over the next 48 hours and
discharged after 5 days.

Case 2:
A 25 year old male, presents with fever and sore throat of 2 days, associated with painful
swelling behind ears and rash. RTPCR for COVID 19 negative at admission. History of
exposure to COVID positive patients at home was present. IgG antibodies for COVID 19
were elevated. On day 2, patient developed features of acute myocarditis with severe LV
Dysfunction, Atrial fibrillation and pulmonary edema. A diagnosis of MISA was considered
and the patient was given IV Methylprednisolone and IV Immunoglobulin following which
patient improved and has completely recovered on follow up.
Conclusion:
As the COVID pandemic is evolving, physicians should be aware of Multisystem
Inflammatory Syndrome in Adults (MIS-A), as prompt identification and appropriate
treatment with Steroids and/or IV immunoglobulins could be lifesaving. Also, antibodies
against SARS COV2 have to be tested as many of these patients may not give a recent history
of SARS COV2 Infection and RT PCR for SARS COV2 may be negative.
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Guest Editorial
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Etymologically, the word legend is derived from the Latin root ‗legere’ which means, ―To
read‖. Contextually, the word has several meanings. When applied to a person, it implies
that the person referred to, has extraordinary attributes. Spiritually speaking, the creation is
full of microcosms in the larger macrocosm. Each individual is legendary in smaller or
larger measure. Some stand out and find space in the recorded history while the rest wither
away playing their roles without receiving attention.
Organized bodies and communities take pride in celebrating those amongst them who have
risen above the mundane to make an impression. Lives of these are not only inspiring but
also hold in store abundant instruction.
The thought ―listen to the legend‖ conceived by the editorial board of ‗Lahari’-the official
publication of Association of Physicians of India , D.K.Chapter is indeed laudable. It
attempts to bring to the reader eminent people in the fraternity in latter‘s own words.
In this issue of Lahari, the second one in the series, the editorial board has invited Dr. K. R
Shetty, MD, Professor of Neurology and former principal of Kasturba Medical College,
Mangalore to reminisce his journey of life both on personal and professional fronts.

The reader would find Dr. Shetty to be a person who is not a word mincer, a sensitive family
man, a caring doctor, a quiet and stern administrator and above all a toiler for public cause
who was prepared to go against the tide.
He regrets, in the narrative that he should have kept a diary but adds that his intention was
never to chronicle but share his experiences if an opportunity arose. He was perhaps not
impressed with service organizations which he left after a while, but felt meaning and
purpose in addressing issues by creating bodies where he could play a role of commitment. It
appears that the Mangalore medical relief Society of South Kanara has been a ‗dear to heart‘
project to him. The reader cannot grudge him because it is the Mangalore medical relief
society which gave services of subspecialties of medicine to people of this region. Sadly, the
services initiated as public-private partnership did not culminate in commencement of
teaching units leading to higher qualifications. Those toiling sincerely have long realized
that political will and administrative grace don‘t come by the public that easily.
―Listen to understand and not answer‖ seems to be his mantra of administration. I hope those
in administration mull over this simple advice.
The travel experience narrated makes interesting read. There is no doubt that travel broadens
an individual‘s outlook as long as one observes things and does not drift.
The housing project is an example of what cooperative minds coming together can achieve.
I am sure this model has been replicated elsewhere many times since then.
It is said that, out of joy one should live life and not for joy. The reader will find an example
of this in Dr. K R Shetty.
I sincerely thank the editorial board of ‗Lahari‘ for asking me to pen a few lines as a guest
editor and I hope the reader of this issue will be enriched.
Here is something ‗legere‘, I would say!

LISTEN TO THE LEGEND – AN AUTOBIOGRAPHY OF DR K .R. SHETTY
This is an autobiographical writing responding to the questionnaire sent by Dr Archana Bhat,
Secretary, API DK Chapter. Dr K R Shetty has lived up to his dreams and has fulfilled all his
ideas he dreamt about. As righly said by Swami Vivekananda, here we have an
autobiography of Dr K R Shetty sir as said in his own words. His words and his life will
always be an inspiration and source of perseverance to the younger generations to follow.

Introduction: This is autobiographical writing, responding to the questionnaire sent to me.
This is a frank statement of facts with my opinions and beliefs. I am guilty of omissions. I do
not want to start controversies, particularly making statements about individuals, who do not
have an opportunity to present their point of view. It is not possible to tell all about one‘s
family. I have always been a man of few words, socially withdrawn, rather secretive, and not
saying much about myself in public. But in private, I have always been very outspoken.
Many might wonder as to whether I am suffering from Alzheimer‘s disease and have lost my
inhibitions. Not as yet, but certainly, I am having Mild Cognitive Impairment (MCI).
Difficulty in getting words, particularly names, is common. The selection of words is not
always proper. The construction of sentences is difficult and grammar is below par. I was
never good at spoken and written languages. Fortunately, my executive functions are well
preserved so far. I used to forget to take tablets, to add salt, or to clean all parts of the body,
while taking bath. Now I have methods to take care of most of my problems. Some and not
all of the people with MCI go on to Alzheimer‘s. I have not kept a diary. Hence there could
be some discrepancies. I was reluctant to participate in this venture.
My parents and my early life: I grew up in a small village, Kaup. A narrow mud road was
passing in front of our house.

We had to cross three rivers to reach Mangalore.

Transportation was mostly by bullock carts. I have traveled several times in a bullock cart,
once up to Hiriyadka, the cart crossing the Udiyavar River on a flat wooden platform fixed on
top of two boats, called in the local language as ‗jangal‘. There were two rickety noisy
charcoal-fired buses, one of C.P.C driven by Mr. Narayan Hegde and the other of Shankar
Vittal, driven by Mr. Jogi Shetty, plying between Udiyavar and Mulky. Today the muddy
road in front of the house has become the busy National Highway. I was born in 1936. My
time was spent mostly playing or with workers on the farm. I was a sickly weakling, having
frequent loose motions and sometimes dysentery for which I was even given emetine. It was
probably due to too much milk and fruits or sometimes infection. Milk intolerance was not
known as a problem in those days. It is probably the cause of my IBS in later years. My
mother was busy taking care of six children and my father trained me. He was born into an
important landlord family. However, by the time he grew up, like most agricultural families,
they were poor. He studied only up to 7th standard and started his life in a small piece of land
in which he started a school in 1917. He was the only teacher there and also started a small
farm by the side. By the time he died in 1956, he had 300 acres of fruit gardens. Most of the
land was granted by the Govt. Mr. Gawn I.C.S, the British collector, was so impressed by my

father‘s work that next time when he visited us he offered a grant of one thousand acres free,
without land revenue for twenty years. My father smiled and said to him that I do not have
money to fence the land you have already granted.
He was the first one to bring Chikku (sapota) to the coastal area, promote grafted plants in a
big way, and show that horticulture is profitable. There was a gentleman by the name of
Mundappa Shetty living near Canara High school, Dongara Keri. The Mundappa grafted
plant came from his tree. The plants were marketed all over the coastal area up to Calicut. He
could identify the variety of mango plants by looking at the leaf and we children used to label
them. He was known as Chikku or nursery Muddanna Shetty. Wholesale marketing was
mostly in Mangalore. We had a band of hawkers, who would come early in the morning with
a basket and select ripe chikkus and mangoes and hawk it from Udipi to Mulky. It was
common to hear in bus stands and markets, the words, ―chikku boda, chikku, Kaupuda
chikku‖. When I was eight years old he involved me in keeping the accounts and supervising
the farm and marketing work. He started a public limited company for fruit canning and
experimented with many other things. He taught me to lead a simple honest life with hard
work. He was a serious person, was interested only in his work. We rarely saw a smile on his
face, but hardly ever got angry with the children.
Our family was not spiritually oriented. We had a few photos of gods in the corner of a room
where my mother used to make us children pray for a brief period. I have never seen my
father pray or talk about god. We never went to a temple to offer prayers or had any religious
or cast practices, but respected all religions. There were no social or cultural activities or
interactions. I remember once one of the children cast some aspersions on a caste. My father
became serious and said that we do not have such thoughts in our family. He always wore
Khadi and was a strong follower of Gandhiji. The whole family fasted on Gandhiji‘s death.
He strongly supported the independence movement but did not actively participate in it.
After my father died my mother successfully managed the farms for the next forty years. She
was very active socially, good in public relations, and used to visit our friends and relatives,
even going to Madras and Bombay in her ambassador car. She was more subjective than
objective. She earned a lot of money and spent it too, generously giving it away, sometimes
to undeserving people. I used to tell her very often, ―Amma, you should do things

differently‖. Initially, she did not like it, but in later years she always sought and respected
my opinion.
My attitudes and behaviour: Objectivity and subjectivity in my opinion are shaped mostly
by one's upbringing. I am a man of few words, always looking serious, and get stressed
easily. People, who do not know me well, avoid me. Once they know me better, they feel that
I am a reasonable person and come to me for deserving causes. I go all out to help them.
People do not come to me for small talk. I am very objective and believe that we should be
able to look at everybody, including our parents and children, objectively. However, we
should treat people close to us softly, without being unfair to others in the process. Some of
the people close to me do not like my total lack of cronyism and nepotism. I do not practice
any religion or caste. My spirituality is very poor. If I see the sun in the morning through the
bedroom window I bend my head for a few seconds. If there is an occasion that requires me
to go to a religious place of any religion I pray with others.
I always express my opinion without any hesitation. Once I was in a University meeting.
They asked me about the vision for a private medical University. I briefly mentioned the
development of Harvard, Johns Hopkins, Manipal, MGR, and Mayo institutions. Summing
up I said that by the third or fourth generation, the family control should be weakened and it
should become a public institution like for example, Mayo clinic. One of the members was
smiling and making some remarks to his neighbour. I asked him what it is about. He said, ―I
told him that you have a fine brain and are a brilliant neurologist, but do not have a heart.‖
Rebel in me: I have a rebel streak in me. I first got into trouble when I joined intermediate in
the first batch at M.G.M College, in the present location. Our hostel was situated in a part of
the college building. In the dining hall, sometimes just for fun, we students used to throw
potatoes at each other. A few of them fell inside the canteen manager‘s office room.
Prof.H.Sundar Rao was our principal. He was an excellent English teacher and a strict
disciplinarian. He came at night, called all the inmates, and wanted to know as to who had
done it. We were all innocent and playful fifteen or sixteen-year-olds. All kept quiet. When
he persisted I said that I threw one of them. He called me aside and wanted to know the
names of the other students involved. I refused to give in. He sent me alone out of the hostel
and took me back after a few days. After I became the principal, with a student group that

was much bigger and more difficult to manage, I learned to handle students gently and to
direct their enormous energy to healthy avenues, and to counsel them.
My early Education: My early education was at our school, Dandathirtha Primary School,
later at Kaup Higher Elementary School. For my High School study, I used to walk three
miles to SVS High School, Katapady. For the intermediate, I attended the M.G.M College
Udipi. I always used to effortlessly top my class, until I went to Madras Medical College,
where it was a different story.
The Madras Medical College: In the year 1953, when KMC was started in Manipal, I
preferred to go to Madras. The undivided Dakshina Kannada District was part of Madras
State. When I went for the interview I was 5 Ft. 3 Inches and 73 pounds. Looking at me, the
members of the committee had good laughter and asked me a couple of simple questions, and
sent me away. That year they had only fifty marks for the interview. So I managed to scrape
through.
Life in the medical college hostel was very comfortable. I started as the 4 th member in a room
with three final year students, two from Andhra and one, a refugee from Punjab. They took
care of me very well. On weekends they used to take me out for a meal and a cinema show.
On one such occasion, I was refused entry for an adult‘s only picture. We all quietly came
back. What would the present students do under those circumstances? Those days
examinations were tough and only about 20% used to complete the course in four and a half
years. I enjoyed my carefree life. My closest friend and very often room partner was Dr.
A.V.Shetty. We witnessed cricket and tennis matches, any show going on in town, and
participated in the games in the hostel. We even went to the Indian National Congress session
at Avadi and saw Khrushchev and Bulganin. AVS had a photographic memory and enormous
energy. He used to be attentive in the classroom and with a few days of preparation could
pass all the exams comfortably. If only he had appeared for the prize examinations, he would
have got some of them. It was a common practice for me to sleep in the classroom, however
much I tried to avoid it. One day when Prof. Atma Rama Rao entered the class, I was already
fast asleep. He woke me up. I had to work much harder than AVS and even then just
managed to scrape through. As the years went by I improved and was in the top 10% in the
final exam. By the time we passed the final exam, the states were reorganized and we were
not eligible for PG selection in Tamilnadu.

(As final year medical student)
The Grant Medical College and Sir J. J Hospital: We both moved to Bombay and
registered for M.D in General Medicine. Anybody could do that at that time if they had a
recommendation from a teacher. A few months later, for the first time, they created
Registrar‘s job with a stipend in cardiology and Neurology. Locals did not want the job! We
grabbed it. I chose the Neurology job. My chief Dr. Naushir Homursjee Wadia was a
fantastic clinical neurologist, teacher, and clinical researcher. More than anything else he was
a great human being. I was very impressed by some of my other Parsee teachers and fellow
students. For the rest of his life, NHW treated me like a family member. When I first joined
him, he politely told me KR I do not know how good you are. I am taking you because
nobody else wants the job. As for the future, it depends on how you perform. He was happy
with me. Dr.J N Sidhwa, the eminent neuroradiologist, taught me to do a carotid angiogram
by the direct puncture. I did a large number of angiograms for my dissertation on carotid
artery occlusion.
Unfortunately, my health started deteriorating. My irritable bowel syndrome got worse. The
hostel food was bad. I did not know that I had lactose intolerance. To make it worse I
developed a small lung lesion. Medicines for it made my IBS worse. NHW was very
supportive and arranged for all my treatment. He told me KR you can continue as registrar. A
good House Physician will take over part of your burden. He reluctantly relieved me. I

continued as a full-time PG. NHW arranged for me an easy to do drug trial for my expenses.
A few months later I was admitted for lumbar strain. NHW had gone to Brazil for presenting
a research paper on Manganese poisoning. On his way back, while passing through Lisbon,
he was arrested. He was in jail for several weeks. This happened during the Goa liberation
war. My dissertation approval was delayed till the last minute. I was much stressed. My
preparation was satisfactory and I appeared for the M.D examination in April 1962 and
failed. In October I appeared again. I sailed through comfortably. But I was surprised when
they declared me as the best candidate in Bombay University in 1962, October and awarded
two gold medals and a fellowship, that too for a failed candidate!
My academic and Professional life: I joined Kasturba Medical College(KMC) in 1963. I
received my appointment order from the hands of our visionary founder Dr.T .M.A. Pai and
joined KMC Mangalore on the 21 st of January, 1963. Dr.B.N.Gadiyar joined the service the
same day. Dr.G.D. Valiath was the principal at the time. A wonderful person, a good orator,
ever-smiling, and he was loved by all. We used to call him God Valiath. I was influenced by
Dr. K.P.Ganesan. He was dignified, always tried to achieve perfection in whatever he did,
and was respected by all. My role model was Dr.P.N.Krshnamurthy. He was simple, honest,
ethical, compassionate, hard-working, and deeply committed to his work, family, and public
service. Another person I greatly admired for his professional competence and values was Dr.
B.Yogesh Pai, a surgeon. Suddenly he left his wife and children and went away to the UK!
Over there I understand he was very helpful to Indian students, particularly from Mangalore,
in many ways. Dr.K, R. Ballal was his great admirer. The department of medicine had
excellent teachers in Dr.M.V.Chari, KPG, Dr. M.Keshava Pai, and Dr.S.D. Shastri. Dr.Chari
was very busy with his practice. A year later, a fine orator with a booming voice,
Dr.B.M.Hegde joined us. I quickly established myself as a good clinical neurologist and
bedside teacher. My shortcomings surfaced when I started taking lectures. The lectures were
in the Popular building situated in K.S.Rao road, a noisy place. There were a mike and a
blackboard. But there was no current very often. With my weak voice and poor language
abilities, I used to struggle. The students never gave me trouble. They probably pitied me. I
made all attempts to become friendly with the students
My Early Life in Mangalore: The moment I landed in Mangalore my mother gave me a car,
rented a house, found a cook, and filled the house with whatever is required. She was staying
at Kaup and running my house in Mangalore. This probably made me lazy. I did not make a

serious attempt to practice, but I took my work at Wenlock seriously. She even financed me
to buy a nice piece of land of 26 cents, to the west of the park in Pentland Pet and was getting
things ready to build a house.
My marriage: My marriage was in 1966, May. It was an arranged marriage. I was always
destined to go in for an arranged marriage. I was shy and friendly, but not very friendly with
fellow lady students and colleagues. I desired to have an alliance from an enlightened and
educated family, to become a homemaker. I did not want my wife to bring any dowry and
bring only basic jewelry. After marriage, I told her to lead a simple life and not to buy any
jewelry. She never bought any gold for herself. When I wanted some gold for filling a tooth,
she readily parted with a bangle.

We had some problems, initially. I was busy with my work and was not interested in social
and family functions or visiting relatives and friends. As usual, I was serious and shorttempered. She was not ready for the marriage. They got her married immediately after the
B.A exam was over. That is probably because of her father‘s health condition. She wanted to
study further. Her father was a very pleasant and jovial person. He was a lawyer but never
practiced. He was at home the whole day attending to all the needs of the family. Evenings
they used to go to Jyothi talkies, where he was the Managing Director. She was very much
attached to him. When he suddenly passed away six months later, she was very disturbed. It
is difficult to make out her emotions. My mother in law was alone, so we moved there. My
wife often used to say that her life has gone to waste. I used to console her by saying that if I

and our children succeed in life she should take credit for that. Over a period she has
improved and is happy. She has brought up our children well and also adjusted to my
behaviour. I have improved over the years, particularly after retirement. Now in Covid time,
she takes care of our apartment and me single-handed, and attends to my special cooking
needs, because of severe IBS.

(With wife Malini,sons Sanjay and Sajan)
The Wenlock Hospital In the 1960s: it was adventurous to work at Wenlock Hospital,
without facilities and Higher Specialists. Once I remember, when I was working with Dr.
Ganesan, we made a diagnosis of Mitral Stenosis with severe pulmonary hypertension. The
best we could do was to persuade a competent general surgeon to do a closed valvotomy. The
surgeon did a thoracotomy and then closed saying that there was a huge aneurysm. The
patient started sinking. I slept in the surgeon‘s duty room that night and removed the heart
after the patient died. It was a markedly dilated pulmonary artery.
Chinnappa Gowda was a famous and helpful patient of Parkinson‘s disease, popular with the
examination going students.

When the British team of Prof. Denis Williams, neurologist,

and Prof. Walshe, the neurosurgeon came to Madras in the early 1960s, to train Indians on
Stereotaxic surgery, we pooled some money and sent him there. One of the doctors
accompanied him. Later I went there and was present during the procedure. The tremors

dramatically disappeared on one side. Later we sent him to Bangalore for a lesion on the
other side. This was done by Dr. R M Varma by giving an injection to the basal ganglia
through the foramen ovale. When he died a few years later we sent his brain to Dr. Varma.
I did an angiogram and identified a space-occupying lesion. A general surgeon who had some
training in neurosurgery offered to operate. I was taking a lecture; they called me to the
theatre and showed me that there was no tumour. Afterward, I found that the tumor was
outside the bone flap area.
We had a patient with jaundice and a huge liver. Repeated aspiration for pus was negative.
Then we did a liver biopsy. It was reported as a probable cancer liver. When the patient died I
removed the liver with relatives consent. It was a huge amoebic abscess. I understand that the
histological appearance at the abscess wall could be misleading. We always removed the
organs with the permission of the relatives.
The Fellowship at London at the National Hospital:

(At Queen Square ,National Hospital for Neurological Disorders ,1967-1968)
I was planning to go abroad if I got a good opening. I wrote to my mentor NHW. He got in
touch with Dr. Henson. Dr.Henson was passing through Bombay, where I met him. A few
weeks later I received an offer for a middle-level Commonwealth Fellowship. I left for

England in October 1967. My wife joined me a few months later. She had a separate
allowance. This was a fantastic Fellowship. Without my stirring out of Mangalore they
arranged for our visas, air tickets and they were waiting at Heathrow to receive us. They
arranged a place for us to stay in. Initially, they arranged my stay at the YMCA. That was an
interesting place. The inmates behaved there as they behave in India, noisy, argumentative,
and forming regional groups. I traveled mostly by subway, which was convenient. The
fellowship was more than sufficient for our comfortable stay and I had enough money for our
European holiday and on my way back I visited the USA for three weeks and then Cairo.
They arranged theatre tickets, Christmas lunch in a British home, a visit to a beautiful ancient
mansion, a picnic for the group, and a week‘s visit to Prof .J.N.Walton‘s unit in Newcastle.
The Institute of Neurology and the National Hospital for Neurological Disorders, London is a
great place. There is a large number of Neurologists visiting there. Neurologists from various
Medical schools in London used to give clinical demonstrations twice a week. This program
started every semester with a lecture by Dr. McDonald Critchly, mentioning the development
and glory of the institution and the achievements of the greats of the past. They were all
superb teachers and clinical neurologists. There were also visiting neurologists from all over
the world. One such visitor was Prof. Denny Brown, who was the leading neurologist from
Boston and was earlier at Queen‘s Square. He discussed a case in a CPC. He summed up by
saying that it looks like a case of rabies, but added that rabies does occur in British islands.
They told him that a dog was smuggled from Europe by the patient and it died sometime
back. I was not up to the mark initially. I had rusted doing mostly General Medicine at
Mangalore. I also took a part-time rotation in Neuroradiology, Neuropathology, and
Paediatric Neurology. Those days without C.T scan, MRI, and sophisticated lab facilities,
there was great emphasis on history and clinical examination. That fellowship completed my
neurology training. Dr.A.Bhasker Rao and his wife Anusuya took us for three weeks holiday
in Europe, in his VW Beetle car. Dr. Bhasker Rao took me to Oxford, Cambridge, and
Stratford on Avon. Dr.C.R.Kamath and his wife Chandrakala took us for a week on holiday
in England. Dr.Ajay Kamath, who was a small child, accompanied us. I got admitted under
Prof. Booth, the famous gastroenterologist at Hammersmith hospital for two weeks.
On my American holiday for three weeks, I flew to Chicago, where my brother was working,
and traveled mostly by Greyhound to New York. On the way, I met old students of ours,
Dr.Vishwanath Shetty and Dr.Kini, at Detroit. They arranged for a trip to the Ford factory. I

spent a night at Niagara Falls and also spent a day at Albany with Dr. S.D.Shastri. I was later
taken to NY and Washington by my brother in law.
The Mangalore Medical Relief Society (MMRS):
This is the most important project of my life. The Mangalore Medical Relief Society was
started in 1970 after I returned from England. Those were the days before the CT scan. I felt
that whatever was being done in the UK could be done in Mangalore too, at a basic level. I
contacted three other specialists; Dr. A V Shetty, a cardiologist, Dr. S.R. Ullal, a
cardiothoracic surgeon, and Dr. P. Kothandaram, a neurosurgeon. We were all competent
doctors trained in some of the best centres in India and abroad. We approached the District
Surgeon of Govt. Wenlock Hospital, Dr. P. N. Ariga, a wonderful person. He readily agreed
to our proposal but said that Wenlock being only a district hospital, government funds will
not be available, for higher specialties. When we approached the Principal of Kasturba
Medical College, which has been using Wenlock Hospital for clinical teaching, since 1955,
he said that the college lacks resources for the project. We discussed the matter with our
colleagues and eminent citizens of Mangalore and resolved to form this MMRS and fund it
through donations. The mission of the Society was to start Higher Specialities at the basic
level. The vision was to scale it up to become a premier institute with the support of the
Karnataka State. This was to be the first such attempt in the country in a government district
hospital. We requested the young Sri Veerendra Heggade, Dharmadhikari of Dharmasthala to
be the President of the society, to which he readily agreed. Dr. P.N. Ariga was nominated as
vice-president;

(With Dr P.N. Ariga , D.M.O)
I was nominated as the Founder Secretary and Dr. C.R. Kamath was nominated as the
treasurer. The collection of funds was a great success. Dr. P.N. Krishnamurthy, Dr. K.R.
Ballal, Dr. V.R. Kamath, Dr. M.D.Adappa, Mr. Ullal Ramakrishna Mallya, Ms. Louella Lobo
Prabhu, and many others helped the society in this venture. Mr. N.A. Muthanna, the Deputy
Commissioner of the district facilitated the visit of the President of India in appreciation of
the work done by the MMRS. The society was formally inaugurated by the Honourable
President of India, Sri V.V. Giri on 26 December 1971. The function was presided over by
the Governor of Karnataka, Sri Dharma Vira ICS.

Kasturba Medical College was not able to allot beds for the four super-specialty units. Ullal
Srinivas Mallya Trust represented by Sri Manel Srinivas Nayak partly funded the building
project in memory of the late U. Srinivas Mallya. The Mangalore Medical Relief Society
offered a sum of rupees three lakhs for construction of a specialty floor over the two-story
outpatient block of the Wenlock District Hospital. The government put the major share and
readily agreed and provided 80 beds and an operation theatre complex. As a pre-requisite to
this, the government referred the matter to two specialists, a neurosurgeon, and a thoracic
surgeon. Dr. R.M Varma an eminent neurosurgeon and the founder-director of NIMHANS
not only strongly recommended the project but added that similar basic level facilities should
be provided in all district hospitals. I had to make nineteen visits to Bangalore, sometimes
accompanied by other trustees to get the building project approved and later on for the
specialty units sanctioned to function in a government hospital. It was an entirely
unprecedented venture. There are many interesting episodes in my visits to Bangalore. We
did not have direct dialing or mobile facilities. Once I had to wait for three hours outside the
office of a corrupt DMS and then was sent back without an interview. That officer went to
jail after some time for corruption. Dr.M.D.Adappa took us to meet another DMS, who was
also known to be corrupt. He said, ―Doctors, You have brought a horseshoe and asking me to
give you a horse‖. Once there was a shutdown. I had to return by newspaper taxi after
midnight. This was for a meeting with the Health Secretary. Entry to Vidhan Soudha was
restricted. I had to stay overnight and the next day take the help of MLA Mr.Bhasker Shetty.
Mr.Bantval Narayan Naik MLC helped me on another occasion. I had to seek help from
several officials, Dr.Balakrishna Rao IPS, Mr.Arora IAS, etc. One evening at 8.00 p.m, some
of the KMC staff were playing bridge. Dr.Ariga, the DMO entered there and told me that
there is an appointment with the Health minister in Bangalore the next morning at 8 a.m. He
said that he could arrange for a ticket in Ballal Motors. Dr.S.R. Ullal joined me. We traveled
in a noisy non A.C bus occupying the last row of seats. We walked into the house of Mr.
Yuvaraj Ballal, a lawyer, co brother of Dr.Ariga, at 5 am. He gave us breakfast. Dr.Ullal used
the lawyer‘s typewriter to type a memorandum. Sri Veerendra Hegde took us to meet the
minister Mr. Siddaveerappa. That is how the final approval for the project was obtained.
A few years later the Urology unit with Dr. A. Bhaskar Rao in-charge and the Paediatric
Surgery Unit with Dr. K Ganesh Pai in-charge were added on. The society provided basic
equipment to all units. Mr. Damodar Prabhu, the father of Dr. Vivekananda Prabhu, donated
the first ventilator to Wenlock hospital. All the departments started functioning satisfactorily.

Dr. S.R. Ullal performed even open-heart surgery. A heart-lung machine was purchased at a cost
of rupees thirty-five thousand. A pump technician came from Hare field hospital, London,
and trained the Clinical Pathologist, Dr. T.A.Bailur. He made himself available for cardiopulmonary bypass cases whenever required. All the specialists carried on their respective
specialty work in private nursing homes and Father Muller‘s Hospital as well. Thus the
establishment of Mangalore Medical Relief Society indirectly led to the availability of superspecialty services to the patients in private hospitals in and around Mangalore and the
neighbouring districts of Kerala.
Dr. P.N. Krishnamurthy took over as secretary and was succeeded by Dr. A. Divakar Rao, Dr.
Vivekananda Prabhu, Dr. Shantharam Baliga, Dr. C.K. Ballal, and Dr. Priya Ballal in that
order.
Due to paucity of funds, the Society went into a sleeping mode for a few years, though the
specialty work at the Wenlock hospital continued unabated. In 1996, Kadri Park View
Apartments donated rupees ten lakhs to the Society. This was appreciated by the benevolent
banker, Chairman, and MD of the Corporation Bank, Mr. Ramamurthy, who gave a matching
grant of rupees ten lakhs. Dr. Shantharam Baliga set up a state of the art NICU at Lady
Goschen hospital.
When Infosys foundation wanted to put up a building in a government hospital, they honoured
the District Wenlock Hospital by awarding the project to it. This was based on the credentials
of the Mangalore Medical Relief Society, represented by Dr. Shantharam Baliga, the
secretary and assisted by me. Mr.Naren, the local chief of Infosys represented the Infosys
Foundation. He was very supportive.

Ms. Sudha Murthy, the President of the Infosys

Foundation gave a generous grant of over rupees five crores for the establishment of Regional
Advanced Paediatric Care Centre (RAPCC). The Mangalore Medical Relief Society donated
rupees ten lakhs for a transformer for the building. After the building was completed no
government sanction was coming. On the fifteenth of March Shantharam Baliga was panicky.
I called DME DR.S Ramanand Shetty. He told me Mama, do not worry, it is on my radar. On
31st March, there will be unused funds and I will do the needful. When it came to the
government‘s actions it would not have materialised without Dr. S Ramanand Shetty‘s timely
action. He sanctioned several crores of rupees, to cover the cost of the equipment required
and the annual maintenance He also sanctioned the staff. We had support from Dr.

V.S.Acharya, who was an old student of ours and a powerful minister. What a difference in
the functioning of Govt. and the systems in the 1970s and today.
In recent years the society financed a software project to the tune of rupees eight lakhs for
monitoring and controlling Malaria by the Mangalore City Corporation. The society also
upgraded a new ambulance acquired by the Wenlock Hospital by fitting it with a portable
ventilator. The Mangalore Medical Relief Society has also been supporting the specialty
services at the Wenlock Hospital by supplying smaller pieces of equipment as per the
requirements of the various departments. Over the last few years, the demand to finance the
purchase and maintenance of equipment has decreased as the government has the benefit of
utilising the student clinical fees fund.
The Mangalore Medical Relief Society has been a catalytic agent for the development of
higher specialties in Mangalore. It galvanised the vast sluggish infrastructure of Wenlock and
Lady Goschen Hospitals. The Kasturba Medical College complemented this effort. The KMC
in turn benefited from the additional teaching beds and provided better quality education,
particularly at the postgraduate level. This would not have been possible without the generous
support given by the public of Mangalore and its medical fraternity. The Corporation Bank
and to a lesser extent Karnataka Bank, have contributed to these efforts over the last several
years. In recent years, the ONGC/MRPL has emerged as major donors to the cause with their
funding of surgical equipment at the RAPCC and construction of the new block of Lady
Goschen Hospital as a part of their corporate social responsibility.
The Mangalore Medical Relief Society achieved its mission long ago but its vision remains
unfulfilled. The society did try in the 1970s to scale up the departments but the Government
of Karnataka did not have the resources. The government has now put up a specialty block at
Wenlock hospital. With the PPP and Ayushman Bharath scheme, the society hopes that its
long-awaited vision will be fulfilled. Even today I am privileged to be actively involved with
the Society.
The Fellowship at Northwestern University, Chicago: After returning from London, I
started organising the Mangalore Medical Relief Society. I was very busy and stressed. I had
problems with the principal and the management and I was put on the watch list. By the time

I reached my target, I was so disturbed that I decided to go to the USA. They offered me a
fellowship in Clinical Neurophysiology at Northwestern University, Chicago.
I left in May, 1975. Our journey to the USA was an adventure. I gave my house to some of
our students and left for Madras for the Visa with my wife, children, and my mother in law.
At Madras, we were told that we are unlikely to get Visa since in the previous three months
only a few Visas were issued to doctors. When we went for the Visa the next day I went in
first, the interviewing person asked a few questions, trying to find out whether I am taking the
whole family and emigrating. I was truthful in answering the questions. When we came out
with Visas, we headed to our travel agent‘s office. He had messed up our bookings. At the
last minute in May, it was difficult to arrange for five tickets. They booked us through
Bombay, Athens, Rome, Madrid, and on to Boston, with dollars forty in our pocket, five
dollars of which we spent when children felt hungry. I gave a telegram to Dr. Santhosh
Kumar Shetty at Boston. It was a tough journey. Fortunately, the telegram reached him and
he was in town during the weekend and came to receive us.
The next day I checked in at the YMCA. It was a terrible place in the black area on Huntington
Avenue. There were shady characters; some of them probably drug addicts, loitering in the
building. I went to a neighborhood shop. There was a hold up there. It was a pleasure to
watch the colourful parades, with bands playing, of the bi-centenary celebrations of American
independence.

I reported to Dr.Baghvan Shahani, chief at the Mass. General Hospital,

Department of Clinical Neurophysiology, as an observer without stipend. The Head of the
Department of Neurology at Harvard University was the legend, Prof. Raymond Adams.
Dr.Shahani was very nice to me. I also had the opportunity of attending their CPC and
research meeting. I used to take long walks in Boston and also visit heritage sites. After six
weeks at Mass. General Hospital, I moved to Chicago.
I stayed with Dr. M Ramananand Shetty, who was a radiation oncologist at the University. A
few weeks later my wife and children joined me in an apartment at Evanston, a very nice
University town. The stay was comfortable. My children liked it, with hardly any homework
and an enjoyable school atmosphere. My wife and children returned two months earlier
because my younger son had to appear for the admission interview for the first standard!
Thoughts of staying back there passed through my mind. But I preferred to come back. It is
an irony of fate that today we are here and they are settled in the USA

( At Northwestern University ,Chicago with Prof Donald H.Harter ,Prof Houston Merritt and
Director NewYork Neurological Institute)

I joined my Fellowship in Clinical Neurophysiology at North Western University. There
were a few Indian residents there. When I walked in there they told me that an emergency
was declared in India. I was disappointed to learn that the Head of the EMG section Prof.
Brumlik, who was good and had written a book had moved out. I had applied there so that I
could have good training and also do some research. That did not materialise. They put me in
charge as the Director of the Lab. with the responsibility of training the residents!

I

protested. They gave me off whenever I wanted so that I could go to Dr.Brumlik‘s lab. I
attended the ward rounds and teaching sessions. I had the opportunity of seeing the C.T scans
for the first time. The chairman of the dept. was known to do similar things in the past,
extracting cheap labour from foreign fellows. The dept. was not good compared to my earlier
experiences. Many of the senior consultants were busy with their practice. A few weeks later
a new chairman came. Dr. Donald H Harter was a scientist of repute from the New York
Neurological Institute. He was a wonderful person. Without my asking for it, he reviewed
my records and said, sorry Dr. Shetty, they were exploiting you. I cannot change your
contract now and pay you more money. Let me know in what way I can help you. He offered
to talk to the senator, to change my visa, if I want to stay on. He gave his office key so that I
could walk in any time to the departmental library. He paid all my expenses for the
neuromuscular disease meeting at Houston and after that, I also visited New Orleans. I
decided to return to India. He expressed that he was happy that I was going back to India. He

gave me a grand party and said that any time I want some help I could count on him. I
utilised that offer and went back after three years for three months with all expenses paid. On
that occasion, I had the opportunity to study MRI and also write a paper in the American
Academy of Neurology journal. I traveled to work mostly by the metro. I had an international
driving license. My brother a doctor living in Milwaukee gave me his old car, which I started
driving in the periphery of the city. I am not a good driver, on top of it the left-hand drive
vehicle. I went for a driving test. I failed on a minor error. The test driver canceled my
license. I told the driver that I am a doctor. What do I do without a license? He said that he
cannot change my assessment. However, he said I can take the test again immediately. He
said that he will talk to the next driver. I passed the test fifteen minutes later!
One day in winter, it was a cold windy day, getting dark and snowing at times. When I
finished EMG studies the transport was not available for the patient. I pushed the patient on
the wheelchair across the road in a congested area and left him at the VA hospital. The next
morning the Indian trainees cautioned me that that is a dangerous thing to do. If some small
incident occurred I could be in serious trouble. The porter‘s job was not in my contract! In the
wintertime, I used to wear several layers of clothing and run to the metro station, several
blocks away. My ears and nose were a problem.
On my way back home I flew to Portland, Oregon to spend the weekend with my brother in
law Dr.M.M.Punja. Next, I flew to San Francisco. Dr.Gokuldas Adappa uncle of Dr. Dilip
Adappa took care of me. He worked in the same center where Dr, S.R.Ullal worked earlier.
Dr.S.R Ullal did his research on cardiac lymph, for which he was awarded the Hunterian
Professorship by The Royal College of Surgeons of England. Dr. Adappa who was there just
for a few months showed me the whole city and also Redwood Park in one day. I
complimented him by saying that he could become a cab driver and a tourist guide if he loses
his job.. I flew from there to Hawaii. I stayed at the YMCA and Dr.Maxwel Rent, who was
our old student, and brother of Mr. Eugene Rent, Founder of Eden club, took me around. I
flew to Tokyo and stayed at the YMCA. I tried to do some sightseeing on my own. But the
language was a problem. I traveled to Kyoto-Nara, an ancient city by bullet train, and flew
back to India from Osaka.

My Family life: Things were going on smoothly until my children reached adolescence. I
was always patient with them and seldom lost my temper with them. When they had
problems I used to patiently listen to them. They were well behaved, doing well in their
studies and one of them always topped his class and got a rank in S.S.L.C. I was busy with
my various activities. I did not have much time to spend with them, except during holidays,
when I took them to different places. I missed my children‗s company. But I had to make that
sacrifice. Moreover, it was impossible to compete with a full-time mother and grandmother.
In 1985 I joined the administration and got busier. In 1990, at the age of 54, I resigned as the
principal. Peter‘s principle I remembered. Even though I was doing well as the principal, I
thought I was reaching my level of incompetence. Worry about my children, financial worry,
and not enough time for practicing, made me take that decision. My difficulty in giving
speeches added to the stress. I wanted to plan for my retirement. Both my children opted to
go for engineering studies. I did not encourage them to take up medicine. I knew that I did
not have the resources to pay the fee at various levels up to the Higher Speciality level and
then set them up. The rank holder in S.S.L.C started lagging in his studies, lost one year, and
at one time wanted to quit his studies. His grades were so bad that he had difficulty in getting
recommendation letters. Because of his extraordinary performance in GRE, he got a seat at
Stanford. He passed his M.S with excellent grades. Where is the problem? Is it in the
educational system or society? Some would say that it is with parenting. I am disappointed
with the attitude and behaviour of most teachers in student management. The educational
system is archaic and does not cater to the needs of all categories of students.
When my children left India I told them to work hard, lead a simple and honest life. I told
them that they should find their life partner on their own, but to be careful. The religion,
colour, or country of origin is not of importance. My one son came to India and married a
Bunt girl, introduced by a friend. The other one selected a white American girl, whom he had
known for a long time, as his partner. They are all happy. We have stayed with them and
frequently interact with them by phone calls and through WhatsApp videos. In a lighter vein,
they often tell me, ―You did not train us for working in big American companies. It is very
stressful. The atmosphere in larger companies is not congenial‖.

The First C.T scan in Mangalore: In 1980, one day Dr. K V Devadiga said that a gentleman
is offering C.T scans. We, a group of doctors, decided to go in for that. It was a Computerised
Axial Tomogram (CAT scan), only for a brain scan. We had the sixth scan in the country,
installed. That gentleman wanted us to give commission to the doctors who referred to cases,
which we refused. We gave him a refundable deposit of Rs. Ten lakhs. It worked well for a
few years. Then he transferred it to some other place. He refunded our deposit with interest.
The next scan in Mangalore was a total body scan installed at KMC Ambedkar Circle in
1995.
I entered Administration in KMC in 1985: 1980s was a turbulent period in the College with
a lot of ragging and other student disturbances.

Dr.K.P.Ganesan was an outstanding

Principal, highly respected by students. One day posters appeared in Kaprigudda hostel
humiliating him and his two Vice Principals. When he saw it, I understand, tears rolled down
his cheeks. A few days later Dr. Ramdas M Pai offered me the Vice-Principal‘s job to be
followed by the Principal‘s job when Dr. Ganesan retired. I was surprised, could not believe
my ears, laughed, and said that I am too temperamental for that job. He said, ―you have a way
with young people I understand. Think it over.‖ I was nowhere in the reckoning for an
administrative job. There were many younger and older people who desired to have the job
and deserved it too. I told Dr. Pai, ―Thank you. You are probably not aware of my history.
You were not in administration in the early 70s. Please go through my ‗rebellious‘ records
and also discuss the matter with Mr.T. Ramesh Pai. If you still think that I am fit for the job,

please call me. Two weeks later he called me and said that he does not hold my past activities
against me and appointed me as the Vice-Principal and later as Principal. This was the first
appointment Dr. Ramdas M. Pai made of a Principal or Dean in Mangalore.
Those days KMC was small. Dr. Pai used to visit Mangalore frequently. One day I asked him
―What are my powers?‖ He said, ―it is as much as you want to take from me.‖ The common
perception is that Intelligence is a single entity measured by marks in examinations.
Intelligence has many dimensions, it is intelligences. Dr. Pai has a talent, which he has
developed into a fine skill of selecting his projects and persons to head them. He gives them a
free hand. The Principal‘s job is a difficult one much worse is the task of a man at the top like
Dr.Pai. Many people in society are not objective. They find fault with whatever you do. In
1990 things were going on smoothly in the college. I was doing well as the principal. The
wave of student unrest was all gone. They are by nature cyclical. Should I take some credit?
One day I decided to quit. Most students signed and gave me an appeal requesting me not to
leave. I jokingly told them; at present, I have an excellent relationship with students, staff,
non-teaching staff, and management. I should leave before you throw stones at me. Dr. Pai
very reluctantly agreed to relieve me.

The principal‘s job was a challenging one. When I took over as the principal, I consulted
Mr.U.Ramnath Kini, eminent lawyer, father of Dr.U.Anand Kini. My manager was the
wonderful person Mr.Vishwanath, cool, knowledgeable, efficient, and trustworthy, father of

dermatology professor, Dr. Pramod. I put Dr. Arunachalam Kumar in charge of hostels and
also as an adviser on student affairs. My first target was to control student indiscipline and
ragging. After my consultations, I decided that I should handle them gently, find ways to
divert their energies to healthy avenues. I was aware that I did not have the charisma of
previous principals, imposing personality, and language abilities. My ability was that I was
always been a good listener to young people, taking decisions impartially, and had a deep
commitment to whatever I take up. I looked like a student, with a thin build, bushy black hair,
a simple dress, and not even wearing a tie, except on special occasions. I was available to
them 24 hours a day. I spent a lot of time with them attending all their functions both in the
hostel and college. Whenever they or the people close to them had a health problem I was
always there to help them. If I came in contact with most of them they are unlikely to give me
trouble, I felt. Every time there was an incident I put enormous efforts to find out the culprits
and then treat them gently. Young people are not criminals and they do things for fun. The
moment they are exposed they feel ashamed and they are unlikely to repeat it. That is a
warning to other students.
One incident was very interesting. Seven or eight people one day walked into Kaprigudda
hostel with pistols and machetes and threatened the students from outside Karnataka state. It
was obvious that they were locals. The threatened students landed in my house at 8.p.m,
agitated, and told me that they were emboldened because I am a local. I patiently listened to
them and said that I will do the needful. Some of them were not convinced. I immediately
called Mr. Ganapathy, an ever smiling Police Inspector. I also informed Dr. Kumar. The next
day I formed an enquiry committee with Dr. H.S.Ballal and Dr. Kumar. After several false
starts, we traced the five medical students who invited the goonda group of Karkal. Dr.
Sudhakar Shetty and Dr.Bhaskar Shetty helped us in the investigation. I asked the students to
bring their parents. When some of them resisted I warned them that I will suspend them.
When the parents came I presented to them the evidence. I did not give them any punishment.
The students felt ashamed. They always used to respect me after that. Some other similar
incidents occurred.
To know the students better and also for them to know each other I arranged for mass
‗ragging‘ session in many halls of the college. I arranged for a motorcycle rally flagged off
by a police officer. A rock show was arranged at Kaprigudda hostel with all the security and
permission of neighbours!

I introduced the local guardian system. One day a boy walked in for admission. He had given
a street address in Karwar. When I enquired further, he was living in the street in a jopdi with
his father who was a cobbler. He did not have any money. I asked our manager to arrange for
accommodation in a backward classes hostel. Ever helpful Dr.Madhava Bhandary, an old
student of ours arranged for a part-time job and Dr. M Ganesh Pai, Prof. of Dermatology, and
I stood guarantee for a small loan in Syndicate Bank to support him. A couple of months later
there was a commotion. He wrote a love letter to a classmate of his, which was purely onesided love. Ganesh told me that he does not deserve any support. I said that entering medical
college was a cultural shock for him. He is like someone who grew up in the New York
ghetto. We should be happy that he is not violent. We continued to support him. He passed
his exams regularly.
A serious incident occurred during the period.

A lady student committed suicide on

Panambur beach. One of her friends was accused of murder. He was a nice boy friendly with
everyone around. There was a big agitation. When the boy‘s father contacted me I told him to
come to Mangalore immediately and take care of the situation with the police. I told him that
I have my limitations. I made confidential inquiries and convinced myself that the boy was
innocent. I also went to the ladies' hostel and found that they also felt the same way.
However, a few of them were naughty and I thought are likely to create trouble. I warned
them that they should be careful when they talk to the police and only make statements on
facts they know. There was a CID inquiry. Two police officers came from Bangalore and met
with the manager. I told him to cooperate with them and also give them food if they accept it.
I understand that a lady student let us down. She said that the principal tutored us as to what
we should say. The officers did not see me. I heard that the police officer at the top felt that
there was no evidence supporting the accusation and asked them to drop the matter.
P is the son of a classmate and good friend in Madras. He joined KMC after I resigned from
the principal‘s job. He was a bright boy, but narrowly missed a seat in Madras. Because of his
high profile with stereo system, etc., he was a target for ragging. One day a senior student put
a lit cigarette butt to his neck and said that he is going to kill him that night. He landed at my
house at 5 p.m. He said that he is going to Madras by 9.00 pm train, never to return. I felt that
it is unethical on my part to take any direct action, particularly my being a former principal. I
called the Kaprigudda hostel and asked for Johnny an intern. A boy recognised me and said
that he knows where Johnny hangs around. Johnny called me and I told him the task. I had

great faith in Johnny, who was earlier student union president and commanded immense
respect from students. I told him that there should be no violence or scandal. Johnny went to
the miss behaving student with the student Rampa Naik and settled the matter, in the way I
wanted to be done.
My relationship with Dr Ramdas M Pai:

(With Dr Ramadas Pai, Dr H.S.Ballal, Dr Vinod Bhat, Dr Venkatraya Prabhu, Dr Anand
Venugopal and Dr Chakrapani )
I immensely enjoyed my relationship with Dr. Pai. There are many interesting episodes He
always took care of my sensitivities. We used to discuss many things. When I wanted to
terminate two HODs he told me you write to me, I will pass the orders. The library is sacred
for me, holier than any prayer place. All should be welcome there. One day Mr. Vishwanath,
the manager told me that there was a message from Manipal, asking him to charge Rs. Five
hundred a year to all outsiders who want to use our library. I spoke to Dr. Pai and I told him
of my experience at Boston. On the day I checked in at the YMCA in Huntington Avenue, I
saw a library nearby. When I walked in, the lady at the counter asked me for the I.D. I told
her that I have just arrived and is reporting at Mass. General Hospital the next day. She made
out a temporary I.D for that day and asked me to come back after I report at the Hospital, for
a permanent I.D. Dr. Pai told me that there are complaints of outsiders misusing the library. I
assured him that it will be taken care of. The matter was dropped. Years later after I quit

KMC, I walked into our library. The man at the counter, whom I had appointed, was nervous.
He told me that all people not working in the institution have to pay a sum of Rs. Five
hundred for the library card. I smiled and paid the amount. One year later when I went to
renew the card. I ran into Dr. H S Ballal, who was Dean at the time. He said, ― What!!! What
charges, of all the people for you? The charges were dropped by the time.
I and Dr Pai had a difference of opinion on a couple of important matters. He told me that he
wants me to do it differently. He added, ―if you are acting on the dictates of your conscience I
will accept it!‖
Taking Care of Adolescents: Taking care of adolescents and young adults are the area of
my special interest. Being a good listener to these people is the most helpful quality. One has
to understand the late bloomers, those who have adolescent blues, and others who go into
depression or some other psychiatric disorder. There are physical, social, and hormonal
changes during the period. If not recognised and handled properly, those gems may be lost
forever. There are several contributing factors to be considered. Genes and environment are
what we usually talk about. Some people believe in fate, destiny, or chance occurrence,
particularly when it occurs under certain circumstances or situations. But on closer scrutiny,
it becomes obvious that the person‘s genetic and environmental factors make the person
prone to the incident. The two areas of genetics and environment run into one another. The
parents, not only give their genes but also manage the environment. The environment is very
complex. It starts with the home environment, which is variable in joint families and nuclear
families. The society, the peers, the school atmosphere, the teachers‘ attitude, and the
educational system matter. At all these levels the training of the people involved is required.
In the western education system, great opportunities are depending on students‘ aptitude.
There the bright and fast learners can progress very fast.
M was born of very intelligent parents and grew up in the best possible environment. His
father was my college mate and was a bit indifferent as a student. Later, he became a great
achiever. His parents came here and handed him over to me to be taken care of. He was quiet
and well behaved but had difficulty in passing his exams. Later, he opted for psychiatry and
passed his M.D. His father identified his field of specialisation and sent him to the National
Hospital for Neurological Disorders in London. Within a short period, he finished his
training, passed all the membership exams, also obtained a Ph.D., and returned to India. In a

few years, he established his credentials in the field and became the President of the
International Neuropsychiatry Society. Is he just a slow bloomer or is it our outmoded
educational system that mattered?
Earlier on, I mentioned one of my sons who did badly in the Engineering College here and
excelled at Stanford.
I am going back to Dr. Arunachalam Kumar, who was the most intelligent and multi-talented
person I had ever met in Mangalore. He lost his way as a student. He had adolescent blues,
later on, went into depression, and also became a heavy smoker. His marriage was a failure.
He used to consider me as his mentor. When I became the Principal, I appointed him as the
advisor on student affairs and the Chief Warden. When he was a bit nervous and reluctant to
accept the job, I assured him that I will take care of him. He did a great job. Later on, he
progressed a lot, but could not reach his full potential. I wonder whether under different
circumstances he would have done better.
The KMC Hospital Ambedkar Circle: In 1990, KMC decided to start a Higher Speciality
Centre in Mangalore under my directorship after I retired as Principal of KMC, Mangalore. A
partially built, Chandra building at Dr. Ambedkar Circle was acquired. It was called The
University Medical Centre. The construction of the building was completed and the first
higher speciality center in Mangalore became fully operational from 1997. Conversion of a
hotel building into a hospital was a challenging assignment. I learned a lot about the
intricacies of construction activity, which was beneficial to me in my future activities. It is
now known as KMC Hospital, Ambedkar Circle.
Free C.T scan and blood units: The Govt. of India gave custom duty concession for
purchase of C.T scan and some other equipment, on an undertaking that a certain percentage
of cases will be done free for poor patients. We realised that quota was being misused. We
made rules to reserve that quota for Wenlock Hospital. There was a problem again.
Ultimately we said that to be eligible for that quota, the patient has to be admitted in the
general ward overnight and the requisition has to be signed by the unit in charge and
countersigned by the DMO or RMO. Who would like to stay in the general ward of a
government hospital overnight? When the Govt. authorities came for inspection they asked
for the list of free patients. When we showed the list they were suspicious, initially. When we

told them the method of selection they wear happy and told us that they have visited several
places and in most places, the concession is being misused.
Other Offers Made by Dr. Pai: Earlier Dr. Pai had asked me to take over the Abhaya
Ashraya, The founder, a service-minded govt. officer, Mr. LIngappayya was getting old and
asked KMC to take over the institution. Dr.Pai said to me, ―you will be the president and I
will give you all the support.‖ He had plans to put up a five-star block over there at Asaigoli,
to cater to the richer clientele and profits from that to be used to take care of the ashram. He
said that there are many inquiries from abroad from our old students to put their parents. He
also wanted me to start a housing cooperative society for the KMC staff. I declined the offer,
because of my health concerns.
Exponential Growth in Mangalore: After 1998 there was an exponential growth in higher
speciality work in Mangalore with the advent of six new medical colleges and several private
hospitals. Today Mangalore can claim to be a city with one of the best medical care facilities
in the country.
Academic Activity after I left KMC: The break that Dr.Pai gave me changed my life.
When new medical colleges started coming up I became the advisor for setting up two
medical institutions; both of them have become fine Universities, Gulf Medical University in
UAE and Nitte, deemed to be University. When I was leaving the institution in 1998, he said
you can accept the new offers and at the same time continue doing whatever you can at
KMC, say for example doing clinical work in the new hospital. I said there could be a
conflict of interest. He said, do not worry about it, I have faith in you. You can come back
anytime you want
TheGulf Medical University:

(At Gulf Medical University)

(With Shiekh of Ajman ,ruler of Ajman)
One day in 1998 I was sitting in the outpatient department. A gentleman walked in with a
Burqua clad lady. He introduced himself as the son of Mr. Ahmed Hajee of Thumbay.
Ahmed Hajee was my patient for a long time. Moideen Is the grandson of legendary timber
merchant Moideen Kunhi Yenepoya. He showed me a small sheet of paper, which was
permission for starting a medical college, and told me that he is doing a timber business in
Ajman, UAE. He wanted me to be his advisor. I flew to Dubai. He drove me to Ajman, which
was a two-street town. Today it looks like an extension of Dubai. He showed me the site of
the college in the middle of the desert, with sand all around, as long as the eyes could see.
Mr. Moideen is a good entrepreneur, who takes a lot of risks. I gave a negative report on the
finances of the project. However, Mr. Moideen wanted to go ahead. Today it is the fine Gulf
Medical University. Moideen earns a lot of money from his various business activities like
hospitals and clinics, pharmacy, a club, coffee shops. Gyms, a construction company, etc. I
have always advised him not to siphon money out of the medical college, on the contrary, use
profits from the business to make the college better. He is following that advice. I have made
more than fifteen visits there.
My Gulf University assignment was an honorary one, but very enjoyable. In the last twenty
years, I spent about two months there. They are cultured people. I was well taken care of,
right from the time I left home till I reached back. I used to stay with Moideen, founder of the
Gulf Medical University. The lady of the house is very religious. They have two sons. We all

used to sit together and chat and eat together. Food was great, with a wide choice and made to
my requirements. They used to take me to eat out at the best restaurants in Dubai. We used to
talk about different subjects, but not about religion. I told them about my not practicing a
religion and lack of spirituality. I never asked them about their beliefs. They have treated me
like a senior respected family member.
The Nitte University: Nitte University was founded by Nitte Vinaya Hegde. When he started
the medical college, he was already an experienced industrialist and also had the experience
of running many educational institutions, including a dental college successfully. Dr.
Shantharam Shetty a senior person in the medical field joined as the Dean. He has done a
good job. I worked hard for the first year and then onwards, I found that Shantharam was
good enough to continue on his own. I was an advisor for another five years. Today it is one
of the better private medical universities in the country. I continued for a few years in the
Board of Management
Mr. Vinaya Hegde, his son Vishal and Dr.Shantharam Shetty treated me well. One day
Mr.Vinaya Hegde told me that the University has decided to honour me with Honorary D.SC.

I was taken aback. I told him that he is probably giving it to me for the help given. He said
no doctor; many people have done a lot more for me. I told him that there are three categories
of award receivers; the great achievers, the people who pay money, and cronies. I do not
belong to any of those categories, I said. You are lowering the value of the doctorate by
giving it to me. He said I am giving it to you as a role model for the younger people, please
accept it. I was embarrassed and accepted the offer. This I had to do out of my great respect
for Mr. Vinaya Hegde.

Private Practice: I never showed much interest in private practice. I developed an image as a
doctor who does not prescribe medicines. I used to see a limited number of patients and give
them a receipt for the money they paid. This image cuts both ways. Some were suspicious
that I did not know enough to prescribe medicines. I was unpopular with a section of GPs,
medical reps, and drug shop owners. However, some of them used to come to me for advice
when they had personal medical problems. Some physicians used to prescribe nine or ten
medicines for a patient, sometimes more, one for each symptom!
The IMA: I spent a lot of time with the IMA between 1963 and 2003. I was the organising
secretary of the state conference in the 1960s. Dr. M.D.Adappa was the president. We wanted
to have a building for the IMA. Our first target was the present site of the building. We did
not succeed in getting it. Dr. K.V Devadiga and Dr.Sudhakar Shetty joined me later. We
looked at several other places but did not succeed. Later on, we succeeded in getting the

present site approved by the DMO. It got stuck at the DMS office in Bangalore. When Dr.
Rajeev Shetty became the DMS, it was approved. Again it got stuck at the secretary level. I
met Mr. Basu and later Mr.Prabhakar Rao, both of whom were Health Secretaries. No effect.
Dr. K.V.Devadiga took me twice to Mr. Veerappa Moily, who was the Chief Minister at that
time. No results. One day Dr. Bhaskar Shetysaid that he will make a try. He spoke to the
chief secretary Mr.Prabhakar and got it done! A committee was formed with Dr. Bhaskar
Shetty leading us with assistance from me, Drs. Devadiga, Sudhakar Shetty, Divakar Rao
Habeeb Rahman, and a few others, to collect money and Dr. Bhaskar Shetty was given the
responsibility of putting up the building. A charitable trust was formed for the IMA Dakshina
Kannada. The Trustees honored me by nominating me as the first President. The building was
completed. I resigned from the Trust after that. The remaining Trustees did a great job by
putting up a beautiful air-conditioned hall at the top. Dr. Divakar Rao and some other
Trustees gave huge contributions of their own money.
Life after I quit KMC: I quit KMC in 1998. I became the advisor for setting up two medical
colleges, both of which have now become good universities; Gulf Medical University,
Ajman, UAE, and the Nitte University. I started losing interest in the practice and quit it in
the year 2000. Too much administration affects one's interest in clinical medicine. There are
mental and physical limitations.

There are exceptions like Prof. Shantharam Shetty, an

Orthopaedic surgeon, who manages his practice, administrative responsibilities, family and
social commitments efficiently, with remarkable ease. Working eighteen hours a day, but
present for family dinner and breakfast and ready at 8.00 in the morning, looking fresh and
smartly dressed. At the age of fifty, I planned to retire at sixty. Looking back now that was a
bad decision. I thought that I had enough resources for retirement at 60. I did not foresee the
marked rise in inflation and the falling returns today on investments, particularly the bank
deposits. Have I lived for too long? My mother always used to offer me money, but I never
accepted it, except during the initial period. But, her generosity gave me a false sense of
security. I never earned a lot of money. There were patients whenever I was in my clinic. I
used to give visits from Goa to Tellichery. I was away too often and also busy with my other
activities and going abroad. The professional charges were very low. There were only a few
small nursing homes with limited facilities and when I admitted a patient in a coma, I was
first on call. The charges for consultation was rupees sixty when I retired, with many free

patients. If it would have been like today I would have probably continued to practice. When
I retired from KMC my pay was Rs. Seven thousand per month. Earlier for fifteen years, I
was an honorary neurologist with a pay of Rs Tow fifty p.m.

I foresaw my huge future

expenditure for my sons‘ education and creating assets for our retirement period. The taxes
were very high during the earlier period and savings was difficult. I was always well
informed about finances and investment avenues. I regularly read a financial newspaper and
always discussed it with persons who know about it. These days I spend some time listening
to programmes on TV channels and information on the internet about investment. At one
time I used to invest in equities also. Drs. Radhakrishna Pai and Saralaya initiated me into it.
In recent years, based on advice I invest only in mutual funds. The best investment for most
people has always been in real estate, where for success most of the time it requires black
money. There are many successful doctors in this field.
Retirement plans and Projects: I had to choose between the options of indoor life or an
outdoor one. I chose the former. That is less expensive. In the 1960s I was for a short period
member of Lions, Freemasons, and Canara Club, but was not happy. I was not interested in
spending long periods in social and cultural activities or visiting friends and relatives. I
learned to use a computer with difficulty.
The Kadri Parkview Apartments: My priority was to get a place ready for our residence.
My wife‘s big old house was difficult and expensive to maintain and not secure. I felt that my
children are likely to go abroad. I decided to move into an apartment. Searching for an
apartment I went around the town and was disappointed with the places I saw. Hence I
decided to build an apartment according to my requirements. I had the experience of building
the KMC Ambedkar circle building. After searching for several months, one day Dr. Dilip
Adappa offered me a nice piece of land in Kadri Hills behind Akashavani at a price to be
fixed by me and to be paid in the future! Hence was born my dream project, The Kadri
Parkview Apartment owners Cooperative Society, without an immediate investment. After
asking several builders I gave a turnkey contract to Mr. Eugene Rent. I prepared a brochure
and gave it to my relatives, colleagues, and close friends. My concept was not only to build a
building but also to create a congenial extended joint family. The response was poor initially.
Many people felt that I am taking on too much. It turned out to be an excellent project with
eighteen apartments. It was one of the best units in Mangalore then. The members' cost was
40 percent cheaper. The members donated Rs 15 lakhs to different causes. I wrote an article

in ‗Mangalore Today‘ about Building a Building and an extended joint family. For 20 years
we were doing very well.

Now I am a bit unhappy, that we are all getting old, children in

most families have gone away and we may end up living in a senior citizens‘ home. A larger
project would have probably taken care of this problem.
The Corporation Bank Economic Development Foundation: I was for a while Trustee of
The Corporation Bank Economic Development Foundation. It was a good bank with upright
chairmen. They have supported the Mangalore Medical Society on many occasions. One of
the members was supporting a private English Medium school. I said they charge a fat fee to
the students. I said that there are many government schools without classrooms, benches,
toilets, and drinking water. We should give them a priority. The matter was dropped.
A well known Trust sent a project for almost one crore rupees. A well-known person said
that we should approve it. It is an excellent project and that he knows the people very well
and they are of high integrity and honesty. I said that I agree with all that my friend said, but I
notice that 30% of the project cost goes to the permanent employees of the institution. This is
not an accepted practice in India. In the USA it is permitted even with NIH research grants.
There could be audit objections, particularly because ours is a Public Sector Undertaking.
This could be of trouble to the Chairman of the bank and added that I also know the president
of the organisation very well. He is a great person. He has in the past helped the MMRS. I
said that we should approve the project, subject to deducting the administrative expenses to
the permanent staff and refer it back. The reply came back to accept our proposal. One has to
be very objective when spending public money.
The Citizens Forum for Mangalore Development: It was an excellent concept. A group of
young people started it and I was one of the few senior citizens in the core group. My job was
to be in the background and provide resources and logistic support. We gave the builders a
big fight initially and also to some corrupt officials in the corporation. I met the Lokayukta at
Mangalore and he introduced me to his local officials and asked them to give us all the help.
He also sent his vigilance officer to Mangalore and that officer wrote a very damaging report
against some builders and a few officials. When a case is filed the builders bring a stay. We
felt that it is very difficult to fight them. We thought that we should make all efforts to
prevent irregularities. A few of the honest builders we met agreed with us and desired a level
playing ground. The draft of Master Plan 2021was notified. It looked as if it was prepared by

the builders. We approached the Chairman of the MUDA Dr. Madhava Bhandary, old
students of ours. Dr. Madhava Bhandary was an honest and helpful officer. He was delighted.
We offered him an alternative plan compliant with the National Building Code, prepared by
two architects – town planners from Bangalore. Dr. Bhandary strongly recommended it and
talked to the minister concerned. Our front liners went to Bangalore and met the minister
concerned, who was one of the few honest ministers. He was pleased. Later on, the vested
interest lobby managed to sabotage it. Over some time our front liners were frustrated. I was
never threatened during this adventure. Our front liner lady went for a meeting at the MUDA
office, where some builders and senior officers were present. She laid bare the manipulations
of the builders. Two hours later she got a call of life threat. Reporting to the police did not get
any results.
We filed a PIL against allotting part of the notified land of Kadri Park for a petrol bunk. Our
local lawyers said that we have an excellent case. Our senior counsel at Bangalore absented
himself at two of the final hearings! We lost the case. Quite often we found it hard to fight
against the rich and black money, with our limited resources.
The World Bunt Foundation Trust: I do not identify myself with any caste or religious
group. The World Bunt Foundation Trust was having difficulty with only Rs Four lakhs in
the kitty. It was a Trust for education and health care. I reluctantly agreed to take care of it,
on condition that I should be given a free hand and make it a truly public Trust, serving all
the communities. I partially succeeded. Organising the Trust required enormous efforts with
contacting many people and making visits to Bangalore, Mumbai, and the USA, more than
once, spending my own money. We ultimately ended up collecting a few crores of rupees, far
short of our target. People are very generous with money for celebrations and spiritual
satisfaction, but reluctant to give donations for education and health causes. I ventured into
bringing out a well-researched book on the ‗History and Culture of Bunts‘. It took five years
of hard work. Some wanted the book written by a Bunt, glorifying the caste. I insisted on an
objective book written by outsiders. The book was written by eminent history professor Dr.B.
Surendra Rao, with an advisory committee of eminent people, headed by the National
Professor, Dr. K.V Ramesh. This was done under the auspices of Rashtrakavi Govinda Pai
centre, with the guidance of Director Dr. Herinje Krishna Bhat. The book was appreciated by
academicians, but the general public wanted a storybook, like the one with the stories of
Bhootala Pandia and the folklore of Siri.

The Bharath Scouts and Guides: Mr. Kairanna was a very dedicated District Commissioner
of Scouts and Guides. I was the president and patron for some time. I helped him in his
efforts to collect money to build the main office in Urva and the camping site at Pili Kula.
The Mangala Jyothi School: Ms. Mohini Naik was a deeply committed worker, who built
the award-winning Mangala Jyothi integrated School. She was my patient for a long time. I
was her advisor, counseled her at difficult times, and was deeply involved in her work.
My philanthropy: I gave some contributions to all the NGOs I worked for, with big support
for the Mangalore Medical Relief Society and full support for the World Bunt Foundation
Trust‘s book project. Many of my relatives and friends joined me in my efforts.
I wanted to start an Endowment in appreciation of the services of the people who worked in
three institutions. They also took great care of me whenever I needed medical care. I have
headed the KMC Mangalore and KMC hospitals Ambedkar circle and Attavar. I discussed
the matter with Dr. H.S.Ballal. I paid Rs. Ten lakhs and Manipal University gave a matching
grant. I have nothing to do with it now. The Dean, Dr. Venkatraya Prabhu, and the Head of
Hospital Dr. Anand Venugopal have managed it efficiently for the last few years, giving Rs.
Fifty thousand each for three non-teaching staff members, every year.
Our Medical Care: Our sons wanted us to spend more time with them in the USA. We loved
the idea. Our concern is the quality of medical care, cost, and the trouble to our children if we
fell ill. If an eminent doctor falls acutely ill in the USA, he has no choice but to go to the
emergency room, where the care sometimes is very bad. Here, Drs. Anand Kini, Laxman
Prabhu, Shantharam Shetty, and Ajith Kumar have come home several times to take care of
us. Dr. Laxman Prabhu once came at night and took me to the hospital in his car when I had
acute retention of urine. Dr. Chakrapani and Dr. Tantry and many others are available 24 Hrs
a day. Dr. Anand Venugopal takes care of all my requirements, transport, food, etc. In the
earlier years, the legends, our professors Drs. M V Shetty, Krishnamurthy, Manorama Rao,
and legendary general practitioner and ENT surgeon Dr. M D Adappa took care of the
family. Our medical insurance provided by MAHE costs only Rs. Thirteen thousand a year!
Can we ask for more?

Awards: I received a few awards. Of them, one I value most is the one given by the Govt.
doctors of Wenlock hospital, on the occasion of the 150 th Anniversary of Wenlock Hospital,
in 1998. They identified me as the one who contributed most to the development of the
hospital among the KMC staff. This I deserve and owe to the Mangalore Medical Relief
Society. Awards are not always given to the most deserving people. Manipal University
awarded me the New Year award, Gulf Medical University the lifetime achievement award,
and Nitte University, D.Sc Honoris Causa.

My Retirement Life: My retirement life has been smooth. Our apprehension about financial
trouble in the future due to inflation is well taken care of by inflation of the land prices. We
should thank our ancestors. I stay mostly inside now, after the Covid epidemic. I do
meditation, neck, shoulder back exercises, and walk for forty-five minutes a day. I read
Udayavani, Business Line, Times of India, and the Week. Anything interesting there I follow
up on the internet and also use WhatsApp and emails. I watch TV and am fond of watching
cricket matches. I sleep well indicating that I am happy.
An Unfulfilled dream: I was very keen to start a Senior Citizens‘ Home for some years,
where my wife and I would have been the first inmates. Earlier I had studied the homes in
the USA and UK and also visited one in the USA. I studied the ones in Bangalore also. One
of the important requirements for such a home is a tertiary hospital nearby, preferably run by
a medical college Trust, with a charitable outlook. The hospital can also supply food from its
central kitchen. Most such homes I found elsewhere do not have a hospital nearby or provide
a link to corporate hospitals, which are expensive. I worked out a project and presented it to

Sri Vinaya Hegde and asked him to give a piece of land in the land he has bought in front of
the present hospital. I said that the land will remain with the Trust formed for the purpose, of
which the President of Nitte Trust will be the President. All the expenses of the building and
infrastructure will be met by the inmates. When they leave or die, the value of their dwelling
at that time will be paid by the Trust. There is no financial liability for the Nitte Trust. This
project in principle was accepted by Mr. Hegde. My health started deteriorating. Since the
project has a long gestation period I did not proceed any further.
An Unfulfilled Vision: My mission was to start a basic level neurology unit and the vision
was to scale it up to become a full-fledged neurology dept. with D.M programme. Today,
after fifty years the dream remains unfulfilled.
My Advice to the younger generations: It is lucky to be satisfied with one‘s life. My
parents were wonderful. I have understanding, tolerant, and a simple homemaker wife. My
two sons had the usual teenage blues but they always held high the family values. They are
now happily settled in the USA.
I did not have any special talents as I grew up but was blessed with above-average
intelligence. My main handicaps were poor linguistic proficiency coupled with poor general
health and low energy levels. I was always attempting to achieve beyond my physical and
emotional capacity. This often led to me being stressed and short-tempered. Despite all this, I
had several great breaks in life. I got into the prestigious Madras Medical College; had a
fantastic mentor in neurology in Dr. N H Wadia at the Grant Medical College, Bombay.

(Photo taken on the occasion of Dr N.H.Wadia ‗s 80 th Birthday)

I secured superb fellowships in neurology at the internationally reputed institutions in London
and Chicago. I spent a meager ten thousand rupees on my medical education and training.
Rest was all from fellowships and stipends.
However, I am unhappy that I have not saved for my old age and now have to draw on
inherited assets. My advice to younger generations is to be disciplined, honest, ethical,
compassionate, hard-working, and be deeply committed to whatever they do. One should
always be ready for service to fellow human beings and yet not fail to save funds for the postservice retirement period. A healthy balance between academics and profession on one hand
and extra activities on the other is a must for a successful contented life. The COVID
pandemic has provided young medical professionals the opportunity to serve the community
with great humility and dedication.
“I shall pass through this world but once. Any good therefore that I can do or any kindness
I can show to any human being, let me do it now. Let me not defer it or neglect it, for I
shall not pass this way again.”
Stephen Grellet

INTRODUCTION TO THE WORLD OF BUTTERFLIES
–
DR GURUPRASAD BHAT

Oh GOD, do I have enough time to live…
An introduction to the world of butterflies

“The butterfly counts not months but moments, and has time enough”.
– Rabindranath Tagore
In our busy life, we have become so mechanical that we have forgotten the world beyond cell
phone and concrete jungles. Butterflies are small, beautiful and graceful creatures which
leads you to the bright and happy side of life.
As a child, my parents would say not to touch the butterfly wings. This would lead to powder
in our hands and the butterfly would not be able to fly- this is a myth. These are actually
scales of the butterfly which it sheds throughout its lifetime. The scales are arranged in
colourful design unique to each species, and this makes the butterfly beautiful. Many confuse
a butterfly with a moth. Both butterflies and moth belong to the order of insects Lepidoptera.
This word means scaly wings. There are about 180,000 species( 10% of total described
species). Approximately 90% of this group are moths, 10% of the group are butterfly. The
most important difference between the two is that butterflies have clubbed antenna and
hooked antennae whereas moths have varied antennae. Some of the differences are given
below, which are not always true.

Moths

Butterfly

Picture 1: Moth

Picture 2: Butterfly

Varied antennae

clubbed antenna and hooked antennae

Active at night

Active at day

Wings rest at sides- to help reduce Wings rest upright and together
detection by bats in night
Dull colour

Bright colour

Thick body- to conserve heat at night

Thin body- to absorb sunlight

Typically smaller

Typically larger

Butterflies don‘t have mouth, instead they have long straw like body part that they use to
drink nectar. This is called proboscis. Drinking from a straw shaped structure leads to some
problems, they can‘t drink highly viscous nectar from flowering plants (sugar content >10%).
Only bees can feed on them, so there are bee plants and butterfly plants. Some plants flower
in night, these are moth plants. They have taste sensors in their feet, which help them feed on
nectar from flowers, salt from human skin and rotten materials.
As children we understood the life cycle of butterfly through a mythological story. The story
goes like this: Lord Brahma, the creator had a celestial garden where he had handpicked the
most beautiful flowering plants. But one day after a long trip, when he came back to his
garden- he found to his disbelief his garden leafless and destroyed by the caterpillar‘s
voracious appetite. Lord Brahma cursed that the caterpillars shall be turned to stone, which

would live with the leaves but not eat them (the pupa stage). The scared caterpillar went
down on its hundred knees and begged for mercy. Then Lord Brahma took pity on them and
modified the curse that from pupa will emerge the most beautiful creature on earth- the
butterfly.

Egg

Caterpillar: the voracious eater

Pupa

Fully grown butterfly

They mate and female lay egg on specific host plants only. Each species is dependent on a
specific plant as host for their egg and caterpillar. Some common species are given below.
Butterfly

Common host plant

Common baron

Mango tree

Common Mormon

Citrus group, curry leaf, bilva
patra(bael)

Common crow

Indian oleander

Common lime

Citrus group, curry leaf

Common jezebel

Neem leaf

Malabar banded peacock

Sechuan pepper

Common blue bottle

Cinnamon

How do they protect themselves…? Butterflies are food to birds, wasps, spiders, dragon
flies and frogs. So to protect themselves, some butterflies become poisonous by imbibing
alkaloids during caterpillar stage.

Poisonous butterflies are brightly coloured.
Non-poisonous try to mimic the poisonous ones, this is called mullerian mimicry.

Given above is a picture of Great Eggfly butterfly, which mimics the common crow.
Some non-poisonous butterflies try to hide themselves among leaves. Some look exactly like
a leaf. Given below is an oakleaf butterfly.

Some have eye spots which help in diverting attack from birds. The birds assume the eye
spots are the head of the butterfly and peck on it.

Another way is to have a false head- the twisted hair like end of family lycaenid

They are pollinators for flowers.
I have mentioned a few common species of butterflies seen around Mangalore, with their
interesting facts are given below.
1) When we think of butterfly we usually remember the ‗common grass yellow‘ butterfly.
Being pale yellow, and having butter like wings, the name- butterfly is derived from
them. We remember as children trying to catch this fast flying butterfly.
Picture below is a common grass yellow Butterfly

2) The other butterfly we recollect from childhood is ‗psyche‘. This is a small white
butterfly with a black dot at tips of its wings.
Picture below is a psyche butterfly

3) A butterfly as common as the crow is a Common Indian crow butterfly. No bird wants
to feed on this butterfly as it imbibes alkaloids during its caterpillar stage. Being
unpalatable it is a bold butterfly taking a long time on each flower. This is a glossy
black butterfly with brown undersides with white marking along outer margin of wings.
Many other butterfly try to mimic this butterfly in appearance, to protect themselves
from predators.
Picture below is a common crow Butterfly

4) A common butterfly found flying during sunset is ―Common evening brown‖. These set
up territories and are known to fight off visitor butterfly during dusk.
Picture below is a common evening brown Butterfly

5) Another butterfly seen in shady grasslands is the Common Bushbrown. An interesting
fact about this species is the ocellus (eye spots) on the wings help in its protection from
birds.
Picture below is a common bushbrown Butterfly

6) Another butterfly seen in cities is Common Mormon. Being a very adaptable butterfly,
it‘s a beauty to watch them when several male butterfly gather to participate in a
competitive display to attract a single female. This is named after the Mormon sect of
America which practise polygamy. The males take part in mud puddling where they
collect on saline soils. Sodium uptake increase the reproductive success and better
survival of eggs. Typically mud puddling occurs on wet soil or rotting plant matter.
Picture below is a common Mormon Butterfly

7) When we think of butterflies, we usually find them on the grass and flowers. But to find
a common Jezebel, one has to look up near the tree top. A high flier, the bright
colouration indicates that it is unpalatable due to toxins accumulated by the larvae
Picture below is a common Jezebel Butterfly

8) In our locality, almost every house has a mango tree. We would have come across a
strange porcupine like caterpillar on its leaf. This is larva of common Baron Butterfly.
Picture below is a common Baron Butterfly

9) If our garden have citrus species (e.g. orange, lemon), we come across the common lime
butterfly which is the host plant for them. This swallowtail butterfly is an invader with a
successfully short time needed to complete a generation from egg to adult. Just to kill
the caterpillars of the common lime, endosulfan drug was used in our nearby district.
Unknowingly, the use of this insecticide produced more toxicity to humans leading to
endosulfan tragedy in Kasargod. We need to know that we don‘t own this land, we have
to share it with many species.
Picture below is a common Lime Butterfly

10) For many of us, butterfly is just for a good photo. Needed for uploading on Instagram or
Facebook or to boast the zoom/slow motion ability of one‘s smart phone. For them to
shoot a Malabar banded peacock is a prized possession. This is third most beautiful
butterfly in India, it‘s also a favourite of butterfly collectors.
Picture below is a Malabar banded peacock Butterfly

There are many species of butterflies endemic to India, and found nowhere else in the world.
This is due to the endemic host plant on which larva feeds. So by preserving our environment
and we can save these butterfly for the coming generations. Every butterfly has a particular
host plant. In our gardens, most just randomly plant some rose plants. This is usually host to
moth caterpillars. So if you choose your plants in your garden, you can have a beautiful
butterfly area in your house itself.
There are many other common butterflies. It is for you to go out and search. The easiest thing
which we can do on a busy traffic or a long ride is see out and enjoy the nature beauty in the
form of butterflies. This also is an indirect indicator that the place you are living is healthy
and still lively. For more in-depth insight one can go to Butterfly Park Belvai, near
Moodabidri and interact with Sammilan Shetty or Rahul Shenoy. One can also visit Anejhari
butterfly camp near Kollur temple and interact with Rajanikanth there for more information.
For the tech savvy person there are applications- like Indian butterflies on android which
gives more details.
Beauty lies in the eyes of the beholder, one can either ignore a butterfly totally in their life or
just be amazed every day on nature‘s best beauty.
I would like to thank the experts in this field, which include:
 Dr Isaac Kehimkar. Better known as India‘s Butterfly Man of india, from Bombay
Natural History Society (BNHS)
 Krushnamegh kunte. IFoundButterflies project (http://ifoundbutterflies.org). Most
extensive data on Indian butterflies and best data in the world
 Sammillan Shetty. Hats off to his work
 Rahul Shenoy
 Rajnikant from Anejhari Butterfly Camp
 Family and friends for helping with my plants for my garden. Wife for her
photographic skills, mom for her extensive knowledge on local plants.
 Dr K Sundar Bhat sir for helping with my gardening skills
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